CANSAS MEDICAL SOCIETY 


In This Issue 


MEDICAL ORGANIZATION FOR CIVIL DEFENSE— 
Thomas R. Hood, M.D., M.P.H., and James M. Mott, 
M. D., Topeka, Kansas. . . . . Page 454 


CIVIL DEFENSE ORGANIZATION . . Page 457 
THE MEDICAL ROLE IN CIVIL DEFENSE Page 462 


PUBLIC HEALTH LESSONS OF KANSAS DISASTERS 
—Thomas R. Hood, M.D., M.P.H., Topeka, Kansas 


COMPLETE TABLE OF CONTENTS PAGE IV 


OCTOBER, 1953 VOL. LIV, NO. 10 
STORMONT MEDICAL LIBRARY 


TOPEKA, KANSAS 
OCT 15 1953 


Se 
2 


Journal of the 
American ‘Chemical S 


THE RESEARCH LABORATORIES or PARKE, Davis AND Co.} 
THE ACTIVE PRINCIPLES OF THE POSTERIOR LOBE OF THE 
PITUITARY GLAND.' I. THE DEMONSTRATION OF THE 
_ PRESENCE OF TWO ACTIVE PRINCIPLES. I. THE 


— 
° 
— 
8 
CONCENTRATION IN THE FORM OF POTENT SOLID 
ly OLWTR BR. TW. Grote, L. W. Rows ano E. P. 
‘manifold physiological activities of extracts of the posterior lobe of 
pituitary gland are now well known; namely, y 4 
— 
s 
. 


JF RENTORY LATER-STILL ONEXSCELLED 


Pitocin 


oxytocic of choice 


The isolation of PITOCIN by Parke, Davis & Company in 1927 
and its introduction to the medical profession in 1928, marked 
a new era in hormone therapy. To the obstetrician this was an 
epochal event; he could now secure the desired uterine effect 
without the elevation of blood pressure caused by unfraction- 
ated posterior pituitary extracts. 

Today, PITOCIN is still the oxytocic of choice, widely used in 
treatment for primary and for secondary uterine inertia, for 
postpartum hemorrhage due to uterine atony, for the third stage 
of labor, for induction of labor, and during cesarean section to 
facilitate suturing the uterine wall. 

PITOCIN (oxytocin injection, Parke-Davis) is supplied in 0.5-cc. (5-unit) 
ampoules, and in 1-cc. (10-unit) ampoules, in boxes of 6, 25, and 100. Each 
cc. contains 10 international oxytocic units (U.S.P. units). 
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WINTHROP 


Daytime sedation 


mental alertness 


BRAND OF MEPHOBARBITAL hypertension 
hyperthyroidism 
convulsive disorders 
difficult menopause 
hyperhidrosis 


—in depressed and agitated states 


Neurotic depression hiding beneath the disguise 
of multiple physical complaints is an everyday 
problem in medical practice. 


For effective sedation in these cases, and as a 
means of restoring harmonious relations 
between patient and environment, Mebaral has 
been found especially suitable because it lacks 
excessive hypnotic action. 


DOSAGE: 
Adults—32 mg. to 0.1 Gm. (optimal 50 mg.), 


3 or 4 times daily. 
Children—16 to 32 mg., 3 or 4 times daily. 


SUPPLIED: 
Tablets of 32 mg. (¥% grain) 
50 mg. (% grain) 
0.1 Gm. (1% grains) 
0.2 Gm. (3 grains) scored 


Mebaral, trademark reg. U.S. & Canada 
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RAPID ABSORPTION— MAXIMUM THERAPEUTIC EFFECT 


Dis 
~.--a day. Take after meals 
or with Glass of: milk. 


The clinical effectiveness of different 
brands of mephenesin tablets depends on 
their rate of absorption. A mephenesin 
tablet that disintegrates slowly is ab-= 
sorbed slowly. The resulting low blood 
levels may never produce a maximum thera- 
peutic effect. Results with such a tablet 
are usually poor. 


Tolserol Tablets are a result of extensive 
study and are formulated to disintegrate 
rapidly for fast absorption, thus main- 
taining optimum blood levels. 


Tolserol 


(Squibb Mephenesin) 


Complete information on the use of Tolsero] in muscle spasm 
of rheumatic disorders, in neurologic disorders and in acute 
alcoholism is available from the Professional Service Department, 
Squibb, 745, Fifth Avenue, New York 22, N. Y. 
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absorbable 


hemostat: 


Available in a large variety of 

sizes and forms, including: 

Surgical sponges 

Compressed surgical sponges 

Dental packs 

Gynecologic packs 

Nasal packs Trademark Reg. U.S. Pat. Of. BRAND OF ABSORBABLE GELATIN SPONGE 
Prostatectomy cones 

Tumor diagnosis kit 


The Upjohn C 
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New Horizons in Antibiotic Therapy 


Dibenzylethylenediamine Dipenicillin G 


\ 


ii A N EW FORM OF PENICILLIN 


NOW... Council Accepted 


BICILLIN (dibenzylethylenediamine 
dipenicillin G) is a new penicillin com- 
pound. It possesses characteristics which 
set it apart from older forms of penicillin. 
Unique is BICILLIN’s relative insolubility; 
its tastelessness; its resistance to gastric 
degradation; the apparent ease with which 
i patients tolerate it; the stability of its oral forms. 
‘ BICILLIN indeed opens to view new horizons in 
antibiotic therapy . . . new applications of penicillin— 
i drug of choice in a wide range of infections. 


BICILLIN is available in oral suspension, tablet and injectable forms 


Wyeth Philadelphia 2, Pa. 
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Cervical and Thoracic Regions 
the Spinal Cord 


Inferior cerebellar veins 


Cerebral dura (cut); post. 
inf. cerebellar artery 


jternocleidomastoid muscle; 
jeep cervical vein 


Transverse process of atlas; 
nodose ganglion 


Sup. cerv. ganglion 


Vagus nerve; post. spinal 
artery and vein (cut) 


Middle cerv. ganglion 


Brachial plexus 


Inf. cerv. ganglion 


Third thoracic vertebra 


Sympathetic trunk 


Left lung 


Sixth thoracic ganglion 


Posterior median sulcus 


Post. root, ninth thoracic nerve 


Ninth thoracic ganglion; tenth _ 


thoracic vertebra 


Arachnoid (cut) 


Twelfth thoracic vertebra 
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Transverse sinus 


Cerebellum 
(covered by arachnoid) 


Rectus capitis lateralis 
m.; occipital a. and v. 


Digastric muscle; 
first cervical nerve 


Hypoglossal nerve; 
internal jugular vein 


Accessory nerve; 
internal carotid artery 


Anterior scalenus muscle; 
common carotid artery 


Seventh cervical vertebra; 
trapezius muscle 


Eighth cervical ganglion; 
first thoracic vertebra 


Right lung 


Spinal dura mater (cut) 


Fifth thoracic ganglion 


Intercostal arteries and veins 


Seventh thoracic ganglion; 
eighth thoracic vertebra 


Ribs (cut) 


External intercostal muscle 


Tenth thoracic nerve; 
eleventh thoracic vertebra 


Twelfth thoracic ganglion 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs t Leaterte ) 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 


Al great many varieties 


of pathogens have been proved 


susceptible to 


Aureomycin 


HYDROCHLORIDE CRYSTALLINE 


The rapid diffusion of 


Aureomycin into the 


cerebrospinal fluid makes 
it a drug of choice for 


the treatment of meningitis. 


LEDERLE LABORATORIES DIVISION ameascaw id omeant 
30 Rockefeller Plaza, New York 20 N. 
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Is the Order of the Day 


A NEW EDITION OF 


THE SILENT PARTNER PROGRAM 
FOR PROFESSIONAL MEN 


BENEFITS PAYABLE FIRST DAY TO LIFE 
PROVIDING INCREASED AND EXTENDED BENEFITS 


“SILENT PARTNER" - PLAN A - $1,000 first month and 


$ 1,200 Monthly next 2 months of hospital confinement ........... $ 3,400 

$ 600 Monthly first year of total disability and 

$ 500 Monthly the next 4 years—total first 5 years ............. $31,000 
or non-confining sickness .... . $17,300 


$ 300 Monthly benefits after 5th year payable for life for 
total disability due to accident or confining sickness 
$10,000 Principal Sum—Accidental Death Benefit 
$10,000 Cash and life income for accidental loss of sight, hands or feet 


*% Policy cannot exclude any disease— 
originating after issue 
* Does not terminate at any age— 
lifetime protection 
*% Premiums do not increase at any age— 
waived if totally disabled 6 months 
% Renewal of policy guaranteed as long as engaged in active 
practice, premiums are paid according to contract and the 


plan remains in force 


ALSO ATTRACTIVE PLANS AVAILABLE TO AGE 75 
Write for Personal Illustration to: 
“Silent Partner” Professional Plans 
Underwritten by Continental Casualty Company 

30 East Adams Street 
Chicago 3, Illinois 
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Wise Choice Against Resistant Coca 
ERYTHROCI 


DRU 
2 4 
phyloc 


A DRUG OF CHOICE 


inst the majority of coccic infections—especially when 
ents are sensitive to other antibiotics or the cocci are 
tant. 


DRUG OF CHOICE 
nst staphylococci—because of the high incidence of 
bhylococcic resistance to other antibiotics. 


WG S 

A DRUG OF CHOICE 
huse it is less likely to alter normal intestinal flora 
h other oral antibiotics, except penicillin; gastroin- 
nal disturbances are rare; no serious side effects 


Utive 


ADVANTAGEOUS 
because the special acid-resistant coating, developed by 
Abbott, and Abbott’s built-in disintegrator, assure rapid 
dispersal and absorption in the upper intestinal tract. 


Prescribe ERYTHROCIN 

in pharyngitis, tonsillitis, otitis media, sinusitis, bronchi- 
tis, pneumonia, scarlet fever, erysipelas, pyoderma, cer- 
tain cases of osteomyelitis, and 


other indicated conditions. Abbott 


% Trade Mark for 
ERYTHROMYCIN, ABBOTT 
CRYSTALLINE 
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UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 
Postgraduate Medical Courses 


INTERNAL MEDICINE 
November 16 to 19, 1953 
Guest Instructo: 


ALVAN L. BARACH, M.D., Columbia University, New York City. 

ARTHUR GROLLMAN, M_D., Southwestern Medical School, Dallas. 

W. PAUL HOLBROOK, M.D., Southwestern Clinic and Research 
Institute, Tucson, Ariz. 

ULRICH C. LUFT, M.D., School of Aviation Medicine, Randolph 
Air Force Base, Tex 

CARL TEMPEL, Colonel, M.C., Fitzsimons General Hospital, 
Denver. 

Program: Monday, November 16 

SEGMENTAL ANATOMY. 

PULMONARY FUNCTIO 

TELEVISED THORACIC NOPERATION. 

MANAGEMENT eS CHRONIC PULMONARY DISEASE. 

CHEMOTHERAPY OF TUBERCULOSIS. 

CLINICO-PATHOLOGICAL CONFERENCE (with Pathological 
Gemensiration). Tuesday, November 17 

BEDSIDE TEACHING—Drs. Allen, Delp, Dimond, Herbert, Rankin 
and Reissmann. (Pulmonary, heart and renal diseases; arthritis 
and hepatic disease.) 

RENAL PHYSIOLOGY. 

EXPERIMENTAL AND ITS RELATIONSHIP 
TO ESSENTIAL HYPERTENSI 

PANEL: THE MANAGEMENT OF CHRONIC RENAL DISEASE. 

Wednesday, November 18 

BEDSIDE TEACHING—(Same additional cases). 

MANAGEMENT OF CHRONIC ARTHR 

a MEDICINE AND CHRONIC ARTHRITIS (with Dem- 
onstration). 

PANEL: ARTHRITIS IN INFECTIOUS DISEASE. 

Thursday, November 19 
PORTAL HYPERTENSION 


TELEVISED BILIARY TRACT OPERATION 
COMPREHENSIVE QUIZ AND REVIEW OF TOPICS. 


PSYCHOSOMATIC MEDICINE FOR 


(at The Menninger Foundation, 


MEDICAL TECHNOLOGY 


Other Courses 
GYNE OLOGY 
November 9 to 11, 1953 


GENERAL PRACTITIONERS 
Female Reproductive System 


December 10 to 12, 1953 


Topeka) 


SURGERY 
January 18 to 21, 1954 


(for the Technician) 
January 11 to 13, 1954 


PHYSICIANS 
SURGEONS 
DENTISTS 


COME FROM 


ACCIDENT, HOSPITAL AND SICKNESS INSURANCE 


For Physicians, Surgeons and Dentists Exclusively 


,000 accidental death Quarterly $8.00 
weekly indemnity, accident and sickness 


$15,000 accidental death Qu 
$75 weekly indemnity, accident and sickness 


arterly $24.00 


$10,000 accidental death Quarterly $16.00 $20,000 accidental death 
kn $100 weekly indemnity, accident and sickness 


$50 weekly indemnity, accident and sickness 


Quarterly $32.00 


Single 


51 years under the same management 


400 First National Bank Building 


Cost Has Never Exceeded Amounts Shown 


ALSO HOSPITAL INSURANCE 
Double 


5.00 per da 10.00 per da 15.00 per day 20.00 per day 
30 days of eee eae 5.00 per pod 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital............. 5.00 10.00 15.00 20.00 
Operating Room in Hospital.............. 10.00 20.00 30.00 40.00 
Anesthetic in Hospital.................... 10.00 20.00 30.00 40.00 
Medicines in Hospital..............sccees 10.00 20.00 30.00 40.00 
Ambulance to or from Hospital.......... 10.00 20.00 30.00 40.00 
COSTS (Quarterly) 
1.50 3.00 4.50 6.00 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members 


Triple Quadruple 


Omaha 2, Nebraska 


ALL ALL 
CLAIMS 
¢ 


—an agent of choice in urinary tract infection 


@ promptly effective against a 
broad-spectrum of urinary pathogens 


© high concentration in active form 
in urinary tract 


® well tolerated, even upon prolonged 
administration 


“The response.” 
cured where allagthet amibiotics have iailod.”*” 


: 

infections sing lew and: tage. 

3 


when the history 
hints at diabetes 


for urine-sugar analysis 


“CASES 
30___ 40 


SISTER 


MOTHER 


_ FATHER 


UNCLE 


COUSIN 


_ DAUGHTER-SON 


NIECE—NEPHEW 


The Diabetic Relatives of 265 Diabetics' 


In view of “...the very high incidence 
of...unsuspected cases among the 

blood relatives of diabetic patients,” 
urine-sugar testing of all such 

individuals should be routine and frequent. 


1. Barach, J. H.: Diabetes and Its 
Treatment, New York, Oxford University 
Press, 1949, p. 38. 

2. Alien, F. M.; Diabetes Mellitus, 

in Piersol, G. M., and Bortz, E. L.: 
Cyclopedia of Medicine, Surgery, Specialties, 
Philadelphia, F. A. Davis Company, 

1951, vol. 4, p. 505. 


‘ : 
means examined and found abnormal \/ means examined an 
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Acetate (cortisone acetate, Schering) Tablets, 5 mg. and 25 mg.; 


Injection, 25 mg. per cc., 10 cc. multiple-dose vials; 
Ophthalmic Suspension—Sterile, 0.5% and 2.5%, 5 cc. dropper bottles, 


CORPORATION BLOOMFIELD, NEW JERSEY 
In Canada: Schering Corporation, Ltd., Montreal, 
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It's Convenient to Buy Kanox 
THERAPEUTIC OXYGEN AND ANESTHETIC GASES 


Oxygen Therapy Nitrous Oxide 
Ethylene 


Carbon Dioxide 
Helium 


Regulators and Equipment 
Repair Service for 


Regulators, Flowmeters Oxygen 


and Humidifiers 7 Cyclopropane 


KANSAS OXYGEN, Inc. 


Phone 5-555! HUTCHINSON, KANSAS Box 55! 


Woodcroft Hospital--Pueblo, Colorado 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including alcoholism 
and drug addiction. Beautiful landscaping and home-like surroundings afford a restful atmosphere. 
Accommodations vary from single rooms with or without bath to rooms en suite, allowing for 


segregation of guests. 


Detailed information furnished on request. 
KARL J. WAGGENER, M.D. 
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Here’s the most comprehensi ve 


x-ray supply catalog 


ever published ! 


No x-ray department can afford 
to be without General Electric’s 
new x-ray supply catalog. Every 
supply and accessory item you 
need is covered in an easy, 
straight-forward manner that 
simplifies ordering. 

And here are two unique con- 
veniences: Prices are printed 
alongside every listing — there’s 
no need to bother with a separate 
price list. Bound-in postpaid or- 
der cards also save time — and 
postage. 

Ask your G-E x-ray representa- 
tive for this handy reference guide 
to your entire x-ray supply needs. 


GENERAL @@ ELECTRIC 


Direct Factory Branch: 112 West 19th St., KANSAS CITY, MO. 
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Planning for Civil Defense 


Editor’s Note. Mr. Standish Hall, director of Civil Defense for 
Kansas, was asked to supply an introduction for this issue of the 
Journal, devoted to problems of emergency medical care. Mr. Hall’s 
contribution follows. 


It has been my experience that the medical profession and _ its 
allied groups are better able to visualize what our civil defense prob- 
lems would be in case of World War III than other groups who are 
not faced daily with human suffering and the care of injured people. 

That being the case, it is only proper that this issue of the JOURNAL | 
OF THE KANSAS MEDICAL Society should be devoted to the subject of 
medical organization relative to civil defense. 

Much progress has been made, but much remains to be done. No 
one but you, yourself, can say what you should and would do after 
the bombs begin to fall. Intelligent thinking and constructive planning 
will save many lives. Of course, we shall not have anything like the 
supplies that we shall need or the personnel necessary to do a real job. 
It will be makeshift at the best, but I am convinced, if you will get 
your teeth into this program and shake out a plan, that you will save 
thousands of lives and help materially toward the winning of that 
war, if it can be won. 


STANDISH HALL 
State Director of Civil Defense 
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Medical Organization for Civil Defense 


Thomas R. Hood, M.D., M.P.H.* and James M. Mott, M.D.** 


INTRODUCTION 


This article includes a description of general 
plans for meeting medical and health aspects of 
natural or other disasters in Kansas. It describes the 
problem posed us at a recent meeting of the Kansas 
Civil Defense Council and the actions we believed 
we would take. Finally, outstanding, unmet needs 
are enumerated. Some of these needs can be met 
by more intensive action on our part—others require 
public support and legislative action. 

The effectiveness of disaster planning and ap- 
plication, in the event of an emergency, is clearly 
dependent on the public’s conviction of the need. 
We are certain that the medical society and its 
individual members will contribute generously of 
their unique skills and time whenever these are 
needed. When disaster occurs, it is important for 
physicians and others to remain in their own com- 
munities until their services are requested. It should 
always be borne in mind that the physicians who 
remain at home and serve there are filling an impor- 
tant need. 

The civil defense plans contained herein have 
been made cooperatively with Dr. Donald Trees, 
chairman of the Committee on Emergency Medical 
Care of the Kansas Medical Society. 

As described below, we have devised the frame- 
work for Health Disaster Services in Kansas, along 
the same lines as the existing pattern of everyday 
services. We are convinced that our own capacity 
to perform will be reached and exceeded very 
quickly—simply by the unusual demands for control 
of sanitation and by communicable disease control 
problems. We believe that medical care should be 
rendered by the same personnel who ordinarily ren- 
der such care. We have correspondingly divided the 
services shown on the organizational chart and have, 
with his permission, placed the chairman of the 
Committee on Emergency Medical Care of the 
Kansas Medical Society at the head of Medical Care 
Services. 

We anticipate that, when any large-scale disaster 
occurs, the state health officer will promptly become 
director of health and medical services for the state 
of Kansas and will function as a part of the 
state’s civil defense organization. The assistant state 
health officer will promptly move up to become 


* Executive Secretary, Kansas State Board of Health. 
** Director, Division of Preventable Diseases, Kansas State 


Board of Health. 


Topeka, Kansas 
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acting state health officer, in charge of all sani:ation 
and disease control problems which arise. The med- 
ical society will be in charge of medical care. 

The third major branch shown on the org2niza- 
tional chart is that of General Services and Aciin- 
istration. Here we have purposely listed tw: in- 
dividuals, one of whom is familiar with methods 
of obtaining supplies through governmental cha:inels 
and the other familiar with the task of obtaining 
medical supplies through private channels. 

Not outlined on the chart are five advisory com- 
mittees. These committees and their chairmen are 
as follows: Blood and Blood Derivatives, Dr. A. A. 
Fink, Topeka; Radiological Health, Dr. Galen M. 
Tice, Kansas City; Biological and Chemical Health, 
Dr. Noble P. Sherwood, Lawrence; Mental Health, 
Dr. William Roth, Kansas City, and Training and 
Public Information, Mr. Adel F. Throckmorton, 
Topeka. 

CIVIL DEFENSE PLAN 


General Statement. The principle followed 
throughout the medical section of the Kansas Civil 
Defense Plan is one of full utilization of existing 
services, facilities, and organizations, including pro- 
fessional groups and individuals as well as govern- 
mental agencies. An attempt has been made to 
provide for full utilization of all professional skills 
within the framework of existing patterns of service, 
in the belief that any emergency which occurs 
will require, first, an intensification of the usual 
activities of a great many individuals, and second- 
ly, activities of a new or unusual character which 
will place heavy and unaccustomed responsibilities 
on many persons. It is our task here to see that 
skills and services are properly organized, correlated, 
and augmented to meet such emergency situations 
as may arise. 

The need for separate but well-correlated or- 
ganizations to discharge the great responsibilities 
involved in medical care and in public health aspects 
of disaster problems is reflected in the organizational 
chart. The term “medical care,” as used herein, 1s 
a broad and comprehensive one including by way 
of description—but not limitation—the _ services 
ordinarily rendered by physicians, dentists, vet- 
erinarians, nurses, pharmacists, hospitals, and others. 
The services of the many and varied types of 
public health personnel would also be fully utilized 
in performing the duties indicated below in the 
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organizational chart and the detailed description 
which follows. 

It should be borne in mind that we are dealing 
with the possibility that medical care personnel and 
public health personnel, already inadequate in num- 
bers to fully serve everyday needs, perhaps further 
depleted by calls to military service, may have to 

rfcrm vastly increased duties in the event of a 
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and autonomy, it is also recognized that because of 
the essential nature of medical care and of public 
health services, and the limited number of qualified 
persons able to serve in these fields, plans must 
recognize the necessity of subordination of local 
medical and health services—including personnel 
and facilities to state direction and regional co- 
ordination—in order that essential services be ren- 
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operating services shown on the organizational chart. 
A Committee of the Whole will consist of the 
deputy and his alternate, the director of each 
major subdivision and his alternate, and the chair- 
men of technical and advisory committees. 

The organizational chart is drawn in an attempt to 
show clear delineation between advisory staff com- 
mittees and administrative or line organization. The 
intent is to make full use of a variety of highly 
specialized skills and knowledges in developing 
plans and procedures, and yet provide a simple, 
streamlined functional organization. Coordination 
with other major state civil defense services is es- 
sential. These include especially the welfare services, 
transportation, communication, Red Cross informa- 
tion, and training committees. 

Functions of Civil Defense Health Services. This 
service is responsible for the plans and functions in 
all fields related to health arising from a disaster 
due to natural causes or enemy action. Included are: 

1. Emergency medical care for casualties. 

2. Preserving essential medical services for persons 
other than casualties. 

3. Essential public health services, including spe- 
cial attention to protection from biological, radio- 
logical, and chemical agents. 

4. Consultation and advice to communities to 
assist them in perfecting their own civil defense 
organizations and arranging for mutual aid and 
support to other communities. 

5. Arranging for the assignment of personnel and 
the procurement of supplies, communication, and 
transportation within the health services. 

6. Special training and public information. 


CIVIL DEFENSE PROBLEM 


On September 2, the Kansas Civil Defense 
Council was handed the following problem and 
asked to describe the immediate actions it would 
take if confronted with the situation described. The 
problem consisted of an assumed 12:30 p. m. 20- 
kiloton A-Bomb exploded over Kansas City, zeroed 
on the Kansas side of the Intercity Viaduct. The esti- 
mated casualties are 21,855, with 8,605 dead and 
13,250 injured. Estimated situation as to condition 
of the injured is that there are 5,000 stretcher casual- 
ties, 5,000 who are ambulatory or semi-ambulatory, 
and the remaining 3,250 need first aid treatment 
and can then be released. There are an estimated 
20,000 homeless individuals needing food and 
shelter, of which half may be evacuated. The city 
building is demolished, but most employees were 
at lunch and were not caught in the building. The 
City-County Health Center is demolished and all 
stockpiled medical supplies and equipment are de- 
stroyed. Three hospitals within a two-mile radius 
of the blast are badly damaged and must be pre- 


sumed unusable. These include St. Margaret's, Provi- 
dence, and Bethany hospitals. The Kansas City civil 
defense director reports that most of his key men 
have reported for duty and: are mobilizing «heir 
personnel, but that most of the people are badly 
shocked and excited, and it appears that all po.sible 
help will have to be rendered from outside the 
city. 

Suggested actions include immediate notific:tion 
of all key individuals shown on the Health Services 
organizational chart, with a request that the; te- 
port for duty without delay. In addition, ofiicers 
of medical societies in each of several counties closest 
to Kansas City will be asked to furnish seven first 
aid teams immediately. They will be informed where 
to send these teams; each team is expecte: to 
consist of two physicians, one dentist, three register- 
ed nurses, and one pharmacist. Seven aid stations 
will be established immediately in specified grade 
schools and junior high school buildings, and 
Wyandotte High School will be converted to an 
emergency hospital. Two points would be designated 
for ambulance dispatch points. All hospitals in ad- 
joining areas will be notified to discharge immedi- 
ately all patients who can be moved to homes. 
The Kansas University Medical Center would be 
notified that we expect to send it all cases requiring 
immediate surgery. 

The Civil Defense Depot at St. Louis would be 
requested to immediately ship, by air, 1,000 litters, 
2,000 blankets, 3,000 morphine syrettes, 5,000 units 
of plasma or plasma extender, 1 complete 250-bed 
hospital, complete equipment and supplies for 10 
first aid stations, with additional duplicate ship- 
ments of expendable’ supplies every 24 hours until 
further notice. In addition, we would request that 
the Kansas civil defense director immediately fur- 
nish 14 ambulances with two drivers each, to be 
followed as soon as possible by 36 additional 
ambulances, with drivers, and 5 trucks to shuttle 
between the Kansas City, Kansas, airport, hospital, 
and first aid stations. We would also request that 
immediate provision be made to feed and house 
medical personnel and that 105 trained first aiders 
and 700 litter bearers be placed at our disposal. 

This plan obviously covers only the early phases 
of the activities that would be called for and te- 
veals how drastically inadequate our efforts and 
supplies might be. 

It appears that our state of readiness is inadequate 
and, in particular, that medical personnel would 
meet with early frustration because of the lack of 
necessary equipment and supplies. It also immedi- 
ately appears that the Kansas civil defense or- 
ganization should proceed to stimulate training of 
additional first aid personnel and litter bearers and 
with a realistic inventory of the number, types, and 
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Jocation of all medical and paramedical personnel 
in the state of Kansas. 

Immediately following the above civil defense 
exercise, we renewed our plea to the civil defense 
director for sufficient funds to stockpile essential 
medical supplies in fireproof warehouses outside of 


" cfitical target areas. These supplies should include the 


following items: 10 first aid stations, with 20-hour 
supplies; 5,000 morphine syrettes; 1 auxiliary hos- 
pital: 10,000 units of plasma or plasma extender. 
These purchases are recommended on the basis that 
they represent items which would be urgently need- 
ed in the event of any considerable number of 
casu2ities, and because no improvised substitutes 
coul:! possibly be adequate. We also expect, in the 
neat future, to prepare a set of standard maps of 
Kans2s, with overlay, showing all types of medical 
insta lations and medical supply facilities in Kansas, 
as well as maps showing county populations and 
the number and types of active medical and para- 
medical personnel in each county. 

Following the completion of this task, we expect 
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to again confer with medical society and other 
professional representatives and arrive at some work- 
ing figures for estimating the minimum number of 
physicians, and others, who would have to be 
retained in each county to take care of ordinary 
medical emergencies arising locally. Therefrom we 
could quickly deduce the number of individuals 
who might be called out of each county to assist in 
any emergent disaster. 


CONCLUSION 


We have here attempted to outline the basic 
thinking behind the general plans and organization 
for medical aspects of civil defense in Kansas; 
have outlined the plans and organization, as present- 
ly visualized and, finally, have shown through the 
medium of a civil defense problem, how the or- 
ganization might function and what the most 
glaring deficiencies would be. It is a pleasure and 
privilege to have presented this material to the mem- 
bers of the Kansas Medical Society. 


Civil Defense 


The Federal Civil Defense Administration has 
prepared numerous pamphlets on various phases of 
civil defense activities. These contain detailed de- 
scriptions of recommended functions in the different 
services. Portions of this material have been revised 
by the Kansas Office of Civil Defense to make them 
more appropriate for the particular situations apply- 
ing in this state. The following article contains ma- 
terial from those and other sources. It is not suf- 
ficiently complete to be considered a summary or 
digest of the information contained therein, but is 
rather prepared as an introduction to the subject and 
as a tentative guide to physicians preparing local de- 
fense projects or who may volunteer their services 
under the state program. 

By way of introduction, much might be said pro 
and con concerning civil defense activity prior to 
its need. On the one side, it might well be con- 
sidered a waste of effort since civil defense might 
never be called into use and, even if needed, the 
fequirements would not fit into the plan as for- 
mulated on paper. The other side of this argument 
appears more realistic since whatever preparation 
may be obtained prior to the need for such services 
is just that much better than none at all. 

In case of a disaster occasioned through natural 


7 A compilation of material issued through federal and state 
manuals listed in the bibliography. 


Organization* 


or accidental causes, assistance from areas outside 
the affected location might be needed immediately, 
and the time lag during which an emergency pro- 
gram is implemented could well be detrimental to 
the injured. In case of war in which enemy action 
is brought to bear within this nation, areas struck 
will need civil defense assistance from adjacent 
communities without any question whatsoever. More- 
over, in case of war, the armed forces will be of 
little or no assistance in civil defense. 

This project, therefore, has a two-fold purpose. It 
could be called into action in smaller units for any 
accidental situation arising within this state and, 
in case of war, provides a framework for self protec- 
tion. This is essential in the saving of civilian 
lives, but, in addition to the above, is useful in 
assuring the early resumption of production for the 
war effort. Therefore, the Editorial Board of the 
JOURNAL determined to devote this issue to the sub- 
ject of civil defense, in the hope that physicians in 
communities all over the state may be stimulated 
to organize units of whatever size might be provided 
within their own respective areas. 


THE FEDERAL GOVERNMENT 


Some years ago, the United States Congress ap- 
propriated a sum of money to be available to the 
states on a matching basis with which to aid in the 
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establishment of civil defense projects. These were 
listed in the Journal of the American Medical As- 
sociation early this summer and represent only the 
potential rather than the real allotments available. 
In Kansas, for example, a sum of $1,180,000 is 
available through the federal government for civil 
deferise, of which $97,549 is available for medical 
expenses. This compares favorably with most states 
and at the same time reflects graphically on the 
many states that have failed to take any part in such 
programs. Half of all states received no tentative ap- 
propriation for medical care, simply because there 
was no provision under which allotments could be 
obtained. Nor has Kansas received the above stated 
amount since each federally appropriated dollar 
must be matched with an equal amount of state 
money. The 1953 Kansas legislature gave only a 
small sum, if any at all, to civil defense, and 
therefore this program is largely the result of plan- 
ning and certainly is not ready for operation. 


THE STATE PLAN 


The Kansas civil defense plan, described elsewhere 
in this issue, has been completed as far as its 
broadest organization is concerned. The governor of 
the state directs the program. He has appointed a 
director of civil defense, and each of the major 
subdivisions is headed by a director of that service. 
These include, among other things, such functions 
as transportation, welfare, fire, public information, 
etc. There are 11 such deputies, each a member of 
the Council of Civil Defense for this state. 

Counties likewise have the rudiments of plans in 
existence. Here the project is directed by the mayor 
of the county seat city and, depending upon his 
individual efforts, there are 8 deputy directors 
representing, on a county level, similar services to 
those named above. In the larger communities, con- 
siderable local organization is completed. It is recom- 
mended that all counties prepare at least a plan on 
paper that might be employed on short notice 
should a need from any cause whatever require such 
service. 

HEALTH SERVICES 


Perhaps the most urgent of all civil defense 
activities is the Division of Health Care. This is 
certainly true for a brief period immediately follow- 
ing a disaster. Even a small disaster, such as the 
crash of a commercial plane, could immediately tax 
local medical and hospital facilities in a small com- 
munity far beyond their capacities. A tornado might 
require health services from a wide area around the 
affected location, and, in the event of an atom 
bomb falling upon a congested area within this state 
with an estimated potential of 50,000 persons in- 
jured, every possible resource available in this state 


would not be sufficient to care for the need. So, 
even if civil defense is never used, it appears 
worthwhile as protection. It is insurance that can 
pay large dividends, most particularly in the fie!d of 
medicine where the hours of practice drilling will 
not be required, and it can save that all important 
loss of time within the first few hours after the 
disaster strikes. 


MEDICAL ORGANIZATION 


The principal immediate need is to preparc on 
paper the actual names of physicians and other at- 
tending personnel who will be available as te ms. 
Units will vary as to size according to the numbers 
and types of physicians available, but in every (om- 
ponent medical society there are sufficient members 
so that a portion may be spared for services clse- 
where. It is those names that should be made 
available to the local civil defense authority. In 
such preparations, there should be borne in mind 
the necessity for continuing usual local medical care. 
In preparing a disaster team, it is roughly presurned 
that no more than 50 per cent of the available 
medical strength should be requested to leave the 
community at any one time. 

The federal government designates one type of 
medical unit to consist of a first aid station group. 
As is usual with federal projects, their suggestions 
are elaborate, estimating a first aid group to con- 
sist of 232 persons, of which 3 are physicians. They 
include such others as 105 litter bearers, 16 am- 
bulance drivers, etc. For Kansas, such organization 
is impractical and could well be accomplished on a 
smaller scale. : 

There should, however, be at least one physician 
in charge of each first aid station. He should be 
carefully selected because of an exceptional ability 
in rapid diagnosis. The first aid station will be 
located as close as practical to the actual scene 
of the disaster. Through this station, all injured will 
pass and be evaluated. In brief, this doctor is 
responsible for segregating the injured and directing 
the future course of their care. He will quickly de- 
termine their status according to one of four cat- 
egories. 

Speaking now in terms of wide-scale disaster in 
which many are injured, he will first of all delegate 
the hopelessly injured to the clergy and lay people 
for terminal care on the scene. At a time when evety 
facility is taxed to its utmost, it becomes uneco- 
nomical to utilize professional care in a terminal 
attention for the hopelessly injured. In the second 
category are the seriously injured. At the first aid 
station, only the immediate life saving measures will 
be introduced. Pressure bandages will be applied, 
or tourniquets, as indicated. An initial morphine 
injection will be given if required, or hasty ‘em- 
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porary splints will be applied, and those patients 
will then be ordered to the base hospital and will be 
immediately transported by ambulance for further 
care. In the third category will be found the less 
seriously injured or those persons who may need 
considerable medical attention but are not in im- 
mediate critical condition. They, too, will be given 
whatever first aid is required and will be placed on 
a stand-by basis to be cared for when the emergency 
has passed. The fourth category comprises the 
walking injured who will be turned over to aides 
for >andages or whatever other medication may be 
given, and then discharged. 

It is obvious that the one or two physicians 
directing activities at this extremely busy location 
will not have time to give personal attention to 
each: victim. They must initiate the treatment by 
order and depend upon the ability of aides who 
have some training in first aid care. The importance 
of the physician in this position is that he will make 
an immediate determination of the victims’ extent 
of injury. Upon his judgment will rest the ultimate 
success or failure of the entire disaster effort. 

He will of course need help from many people, 
not only those who will actually perform the services 
of placing splints upon broken arms, but he needs 
an administrative staff to keep records of what was 
done as well as the names and addresses, if they 
can be obtained, of all persons who pass through 
the station. 

Behind this area, at the closest possible location, 
will be established a base hospital. At this point 
services are required for all specialties in medicine, 
including physicians who will be engaged in other 
than caring for the traumatic cases. It has been 
estimated, for example, that approximately 20 per 
cent of all pregnant women adjacent to the area 
covered by an atomic bomb will miscarry. They will 
be directed through the first aid station to the 
base hospital, to be placed under the care of an 
obstetrician. Mass hysteria could quickly require the 
services of psychiatrists in numbers far exceeding 
their availability. Therefore, the organization of a 
base hospital must be considered with such patients 
in mind in addition to the physically injured. Again, 
in the case of widespread disaster, even the base 
hospital will quickly be overcrowded so that here, 
too, an evaluation of the patient’s condition will 
need to be made rapidly so that professional services 
can be used to maximum efficiency. 

It has been planned by the Civil Defense Council 
that school houses shall be requisitioned as hospitals 
because they will more readily be adapted for such 
purposes than any other common structure. School 
houses are centrally located, whereby volunteer 
civilian help may be quickly assembled. They are 
more adaptable than hotels because their rooms 


are larger and. they are usually only one or two 
stories tall. In the event of an electrical failure, a 
hotel would become almost useless as a hospital. 
Moreover, schools have kitchens and adequate water 
supplies. In the state planning, it is expected that 
the school children themselves shall be utilized for 
taking out desks and other equipment. As rapidly 
as possible, Army-type cots shall be brought in, 
and by the time the medical team arrives the 
physical facilities should be as nearly ready for 
operation as they ever can be. Therefore, in the 
larger population centers, or in wider areas of rural 
locations, the various specialists should organize into 
complete hospital staffs and be prepared to move 
out of their own locations to work in these tem- 
porary hospitals. 

A third type of medical service necessary under 
civil defense will be the existing hospital facilities 
outside the immediate disaster area. Here, also, a 
complete staff will need to be available, and for a 
long while following the disaster will be required 
to provide reconstructive care. In preparing per- 
sonnel for civil defense, all these factors must be 
borne in mind. The staff at local hospitals must not 
be depleted. There must, however, be in addition 
to those available for immediate call, a number of 
completely organized hospital staffs. In addition to 
that, there will be needed a number of first aid 
units, each directed by at least one, or preferably 
more than one, physician. And, finally, there must 
still remain within each locality enough basic medical 
care to provide services within the locality as needed. 
It is easily seen that the task might be a formidable 
undertaking and that no amount of planning can 
ever provide enough. The question then is rather 
that of planning to make a little produce its 
ultimate maximum in efficiency, and that is the 
principal reason for presenting this subject in the 
JOURNAL. 


MATERIAL AND EQUIPMENT 


As if the above did not provide sufficient difficulty, 
there are other factors that will greatly complicate 
the health effort in time of disaster. For example, 
the curious and the well wishers will immediately 
jam the highways, making transportation of official 
personnel almost impossible. Any number of physical 
conditions might further complicate the picture, 
such as contamination of food and water supply, etc. 

Perhaps even greater than any of the above is 
the fact that all essential equipment and material 
will not only be in short supply but may possibly be 
nonexistent. It is easily possible that disaster teams 
may assemble at a designated point and be forced 
to continue operation not only for hours but for 
days without materials or equipment to work with. 
Regardless of how much previous planning is done, 
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this problem can never be completely solved and 
will have to be accommodated to existing situations, 
whatever they might be. Equipment could be bor- 
rowed from other hospitals, but it must be remem- 
bered that a school house converted into an emer- 
gency hospital begins without any equipment. 

The federal government is stockpiling essential 
supplies. Exact information is not available, nor 
would it be of any particular value even if it 
were accurately known. However, something in the 
vicinity of 20 per cent of the necessary supplies 
for 5,000,000 casualties for a three-week period has 
already been accumulated. The decision as to what 
shall be needed and procurement of these items at 
reasonable cost represents a formidable difficulty. 

One hundred items have been selected somewhat 
arbitrarily to be the most essential. For example, 
large numbers of blankets will be needed, and, in- 
stead of spending considerable sums on such items, 
a new type of single-use paper blanket has been 
developed. These may be discarded after they have 
served their one-time purpose and are more econom- 
ical than blankets of wool or other cloth. Stories 
are told of airways that cost $1.50 each but have 
been remodeled by civil defense authorities and are 
available at 15 cents apiece. It is quite possible 
that there would be some criticism concerning their 
effectiveness, but in planning for large numbers the 
original cost of high grade material always places a 
severe budgetary brake upon any item. As simple an 
item as portable flashlights, when produced by the 
millions, can become a major expense. Here also 
they are designed for short time use and discard, 
which results in an individual saving over compar- 
able equipment to be used by the armed forces. 

Another problem concerns drug supplies that be- 
come outdated. Considerable amounts of penicillin 
are already available, as is smallpox vaccine. Tetanus 
antitoxin and other items can be gathered from sup- 
ply houses in a reasonably short time. Narcotics 
are available in adequate amounts, but the problem 
of release and distribution becomes a serious obstacle. 

In general, the federal plan is to withhold 50 
per cent of all supplies, to be used wherever a dis- 
aster of first magnitude occurs. The other half is to 
be dispersed to the states. Kansas has already re- 
ceived shipments of certain material which is current- 
ly being packaged and stored for further distribution 


‘as local defense units become implemented. The fed- 


eral government has even packaged entire hospitals 
into units weighing 31/, tons that are available for 
shipment where needed. In these units are included 
portable electric systems, self contained steam auto- 
claves, and a considerable supply of instruments, 
bandages, a variety of drugs, etc. These are presum- 
ably complete even to administrative supplies such 
as typewriters, stationery, etc. 


OTHER SERVICES 


The objective of this review is to acquaint the 
physician with the medical side of civil defense 
preparations. From the point of view of numbers, 
certain other services are considerably larger. Plan. 
ning is proceeding in those areas also. Air raid 
wardens are being organized throw rout the country. 
Communications programs are pijrined toward the 
utilization of all resources that will be rapidly or- 
ganized to fill in in case of the failure of usual com- 
munication procedures. The solution of traffic prob- 
lems will be a major item, and here, too, plans are 
being made for the maintenance of highways to 
permit the transportation of essential vehicles. In 
many areas all trucks and vehicles that might be 
converted into ambulances have been listed, and 
plans are made for requisitioning them into essential 
service should the need arise. Welfare programs 
have been organized to take care of shelter and 
clothing. Police and fire services are planning toward 
the expansion of personnel to include thousands of 
volunteers who will be available for duty on call 

There are, however, even more specific services re- 
quiring a considerable skill, as for example decon- 
tamination teams. In Kansas, this too has been 
completed, at least as far as plans on paper are 
concerned. In the event of war damage to a Kansas 
community by the atom or hydrogen bomb, monitor- 
ing teams with equipment to detect radioactive and 
chemical or gas contamination will be the first 
authorized persons to enter the affected area. As 
rapidly as they declare sections to be safe, the first 
aid teams and emergency first aid stations will be 
moved into those locations. Another service already 
anticipated concerns sanitation. As soon as possible 
after the occurrence of a disaster of the above 
mentioned type, food and water supplies will be 
analyzed and sorted according to their acceptability. 

Here again, it would be wasteful to produce 
hundreds or thousands of expensive and accurate 
Geiger counters and leave them idle against the 
possibility that they might be useful. So a substitute 
has been devised. The instrument appears to be 
known as a pocket dosimeter which is capable of 
registering the presence of radioactivity within rough 
limitations. The use of this instrument is not expect- 
ed to produce completely accurate results. It is 
designed, rather, to provide rapid quantitative 
analyses and is at least accurate enough to be of 
practical value. Specimens of food will be prepared, 
containing some radioactive material within the 
level of safety. The monitor will check the dosimeter 
reading of the local food supply against the sample 
he carries in his pocket. If a rapid reading discloses 
contamination to be greater than the sample, the 
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food will be discarded; if less, it will be considered 
safe for consumption. 


OTHER TYPES OF WARFARE 


A discussion of this kind would not be complete 
without at least mentioning as potential threats 
various Other ty; of instruments of warfare. Many 
of these are little. .nown at the present time. Author- 
ities are reluctant to predict their value, and cer- 
tainly not much has been accomplished with refer- 
ence to defense. They are mentioned here because 
it is known that they represent potential weapons 
an’, if used, may serve to seriously complicate the 
entire civil defense effort. 

One is biological warfare. What form will be used 
ot how it will be disseminated can hardly be pre- 
dicted. It is presumed, however, that if used it will 
probably be prior to an overt attack because its effect 
wil! be manifested relatively late. Authorities be- 
lieve that almost nothing can be done at this time, 
except possibly to increase the programs of immuniz- 
ing the population against smallpox, typhoid, and 
diphtheria. If such warfare is used, and an air raid 
occurs at the height of a considerable epidemic, 
the additional complicating factors can easily be 
imagined. 

Chemical warfare has also been suggested. This 
again produces problems that cannot now be effec- 
tively, counteracted. New materials may produce 
situations that cannot be anticipated at present, but 
most authorities are of the opinion that some form 
of mustard gas or a nerve gas might be used. Varia- 
tions are known to be available in forms that are 
not readily detectable. Probably the only present 
defense is to evacuate a population as rapidly as 
possible after the existence of such chemicals in the 
atmosphere has been established. This probably 
will become known first through the recognition 
of symptoms among the patients earliest affected. 

Also to be considered are such problems as bac- 
terial warfare, utilized against existing food sup- 
plies. The Department of Agriculture and doctors 
of veterinary medicine are being alerted concerning 
outbreaks of animal diseases. Similar would be the 
implantation of plant diseases either through the 
introduction of insects or substances that might de- 
stroy edible crops. The most distressing. problem 
relating to this subject is the fact that it might take 
several years to realize that this has taken place. 
At the present time, there is a surplus of grain, 
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but, in the event of that type of war activity, it 
might be a number of years before sufficient food 
supplies could again be raised to eliminate the 
danger of starvation. 


SUMMARY 


A review has been presented of some of the 
projects under way toward providing the United 
States with an effective means of civil defense which 
might be utilized following accidents or disasters 
originating either through natural causes or as the 
result of enemy action. A very brief description was 
given of the various types of services that are being 
mobilized in this regard. 

Slightly more attention was paid to the necessity 
for medical mobilization because medical care will 
undoubtedly become the most critically needed serv- 
ice immediately following a disaster. It was pointed 
out that practice periods and test runs are not es- 
sential for physicians because they will function 
largely in the field of their primary activity, except 
for greatly expanded needs. However, the need for 
medical mobilization is present. 

It is recommended that county medical societies 
plan now toward assigning physicians to civil de- 
fense tasks, keeping in mind that no less than 
one-half the total local supply of physicians must: 
be retained in the community at all times, and that 
one-half should be available in smaller units as 
first aid teams or organized into complete hospital 
staffs. For this latter, care should be taken not to 
deplete the staffs of existing hospitals which must 
continue to function even in time of disaster. — 

The above is not intended to suggest that an 
enemy attack is more imminent today than in the 
past. It is presented in this issue of the JOURNAL be- 
cause it appears wiser to be prepared against the 
worst that could happen and never be needed 
rather than to suddenly be confronted with the need 
and not be prepared. 
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The civilization of a country consists in the quality of life that is lived there, and this quality shows 
plainest in the things that people choose to talk about when they talk together, and in the way they 


choose to talk about them. 


—Albert J. Nock 


‘ 


There is a story told of a woman who was rescued 
out of the debris of a bombed building in London 
during the height of its air raids in World War II. 
Discovered to be conscious, she was asked to supply 
some identifying information and, when asked of the 
whereabouts of her husband, she said, ‘He joined 
the army, the coward.” 

During the intense bombing of London, the 
civilian population must certainly have considered 
life with the army a relatively safer experience. It is 
atdently hoped that the experience of London will 
never be repeated and that the United States may 
continue to be spared the havoc of direct enemy 
action. A small preparatory effort in the field of civil 
defense organization would be no sacrifice at all in 
contrast to its value if needed, this value being 
reflected in terms of lives saved, the reduction of 
panic, and the resumption of the nation’s war effort. 

Even that, although by far the most dramatic 
phase of civil defense, is not necessarily all the 
advantage to be gained by such planning. Except 
for a few relatively minor occurrences, Kansas has 
long been free from major disasters caused by ac- 
cidental or natural means, but, should such occur, it 
would not need to be numerically very large before 
health facilities within the area became overtaxed. 
Nearby areas would immediately offer aid, but the 
resulting confusion, even if it lasted only a short 
time, could seriously delay the effective work that 
might be done. Therefore, it is within this realm of 
activity, perhaps even more significantly than in the 
preparation against war disaster, that an organization 
for civil defense is needed. 

Whatever the cause, a large scale disaster would 
immediately establish a vast need. If it is of consider- 
able proportions, adequately trained health personnel 
would never be available in sufficient quantity. Much 
service would have to be performed by lay persons 
with little or no training. Their effectiveness would 
be in direct ratio with whatever previous training they 
had received. The subject, then, is of importance to 
all persons, and the lagging interest in first aid classes 
for civilians is genuinely regretted. There can be 
no argument against the statement that education 
prior to a disaster will aid in the prevention. of 
panic. It will help prepare people for tasks they shall 
suddenly be required to perform. It will reduce the 
confusion. It is, therefore, a prophylaxis against the 
stunning effects of disaster which might be out- 
lined as adequate education, mobilization, prepara- 
tion of supplies, and possibly the prior immunization 
of the population against certain diseases such as 
tetanus. 

In case of a disaster, the role of the doctor will be 
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very similar to the role of the physician in his visual 


. practice. The difference is only one of degree. ‘i here 


will be more patients requiring attention, pe: haps 
infinitely more. There will be fewer persons ‘ as- 
sist him in rendering this care. The help w:' be 
awkward and inexperienced. There will be les; ma- 
terial with which to work, perhaps none 2: all. 
Therefore, a disaster of considerable magnitud: will 
tax not only the physical strength and the piofes- 
sional skill but the tolerance and ingenuity of every 
doctor in this state. 

He will be confronted with the task of saviny the 
most possible lives. He will discard the finesse and 
the luxuries of his everyday practice and dispassion- 
ately segregate casualties according to priorities or 
into the designation that time spent in their care is 
hopeless. Elsewhere in the JOURNAL, medica! or- 
ganization has been discussed and some remarks were 
contained concerning equipment. Here a brief 
résumé is introduced concerning the difference be- 
tween emergency care and the usual private practice 
of medicine. Again, the distinction is largely a mat- 
tér of degree but can be defined in a number of 
services that will increase the physician’s efficiency. 


MEDICAL PREPARATION BEFORE THE DISASTER 


A large-scale disaster will immediately create a 
problem of performing only such services as will 
serve to save the lives of the greatest number. All 
else must be discarded for the moment. There are 
things that may be accomplished prior to the disaster. 
The first of these is*medical organization, described 
elsewhere. The second is the need for accumulating 
adequate triage material. This includes such simple 
things as scissors and the hundreds of other items 
the physician is accustomed to work with but which, 
without advance planning, will not be available when 
needed. A third concerns the organization of people. 
It is planned that school houses may be used as 
auxiliary hospitals, and certainly the Parent-Teacher 
Associations would provide a resource of interested 
lay persons who might perform many worthwhile 
duties at the time of disaster but whose services could 
be invaluable during the preparation period. For 
example, a community survey might list the locations 
and number of available extra cots and beds that 
might be collected upon a moment’s notice. Blankets, 
clothing, even dishes and cooking utensils, might be 
urgently needed and unavailable except through local 
resources. It is certainly not recommended that these 
be assembled, but if lists could be obtained, col- 
lection would then become a relatively simple task. 

Fourth isthe problem of training. Even one hout 
of instruction for lay people by a physician would 
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reap dividends if their services were needed. One 
hour of explanation on how an injured person will 
be placed on a litter, on the need for proper identi- 
fication, etc., would certainly not be time wasted. 
And, finally, it appears that a certain amount of 
publicity could be useful. There is a difference be- 
tween the frightening type of story that paints pic- 


tures of mass casualties and calm realization that 


the best efforts of our people are needed to produce 
effective results. It is that type of publicity that can 
well originate within the profession. 


FIRST AID MEDICAL STATION 


The first aid station shall be the first line of 
medical care. It shall be placed as near the scene of 
disaster as practical, and in the case of an atomic 
explosion will be located at the closest point de- 
clared safe by the monitor service. All casualties will 
be directed to the first aid station. 

Medical decisions must be made rapidly and ac- 
curately. A quick sorting of casualties will separate 
the hopelessly injured and place them in charge of 
the clergy and lay aides without further medical care. 
The second category will consist of the seriously in- 
jured who will receive preliminary lifesaving or 
limb-saving treatment at this point and then be trans- 
ported to rear hospitals. The third category will 
be the lesser injured or those for whom treatment 
may be temporarily delayed. The director of the 
first aid station must have unusual ability and calm 
judgment. His rapid diagnosis becomes of utmost im- 
portance. 

The first aid station also serves as the point at 
which casualties are decontaminated through the re- 
moval of clothing and by whatever other means 
might rapidly be employed. Here also records and 
reports must be prepared on each casualty and ap- 
propriate messages sent along with those who are 
to receive additional hospital treatment. Of equal 
importance, although often neglected until the 
emergency arises, is the need for establishing a 
chain of command. Duties for each person, for the 
skilled, the semiskilled, and the unskilled aides 
must be delineated with a clarity that enables each 
to perform his most effective service with the least 
confusion. All this must be accomplished without 
adequate personnel and equipment and can readily 
be seen to require the services of an unusual medical 
director. 

It often has been said that the physician will re- 
quire little advance training for civil defense work. 
His efforts will still be in the field of medicine, 
with only a change in emphasis. There are, however, 
certain alterations of technique. With possibly thou- 
sands waiting to be cared for, it becomes impractical 
to exert heroic effort in the attempt to save an in- 
dividual life. The entire purpose is to provide the 
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greatest benefit for the most people. Work must be 
rapid. Care is- of an emergency variety, and only 
those services that are essential to the saving of life 
can be performed at the first aid station. 

The director ofthe station will immediately draw 
out of line for first-priority care those patients with 
penetrating wounds of the abdomen, with sucking 
wounds of the chest, with wounds of the face or 
neck that destroy or obstruct the airway, with -trau- 
matic amputations, and those who, because of 
hemorrhage or shock or open fractures or injuries to 
major blood vessels, will rapidly fall into serious 
conditions. -They must be seen first. If presumed to 
be in hopeless condition, they shall be set aside. 
The others will be given fast, lifesaving treatment 
and immediately shipped to emergency hospitals. 

By way of example, the first aid station may 
shortly exhaust its supply of sterile dressings and 
must thereafter utilize whatever cloth can be ob- 
tained. Dressings shall principally consist of the pres- 
sure type to prevent further wound contamination 
and reduce continued blood loss. Once completed, 
this dressing must be left in place until the victim 
reaches a hospital where more complete care can 
be given. The only exception is upon the decision 
of a physician and then for reasons of saving the 
victim’s life. 

A compression dressing will generally reduce 
hemorrhage within safe levels, and, if it fails to do 
so, a tourniquet should be applied. A recent tech- 
nical bulletin of the Civil Defense Administration 
advises at some length that a tourniquet “should 
be used only for life-endangering hemorrhage that 
cannot be controlled by other means.” This should 
be placed as low as possible, proximal to the 
wound, and a tag should be attached giving the 
location and the time of application. It has been 
determined that it is no longer good practice to 
release tourniquets at intervals because lives have 
been lost through this procedure while it has actual- 
ly prevented the loss of very few limbs. Therefore, 
if a tourniquet it required, it should be left un- 
disturbed for three or four hours if necessary. Even 
that length of time produces relatively little risk 
of ischemic gangrene, while the repeated release 
of the tourniquet increases the risk of fatal shock. 
The tourniquet should not be released except by a 
physician who is prepared to control the hemorrhage 
by other means and to adequately replace blood 
volume. In case of a large-scale disaster, this prob- 
ably cannot be accomplished before the victim 
reaches the hospital. 

The above has generally been established as ac- 
cepted procedure also in the case of traumatic am- 
putations. There will be little time at a first aid 
station for debridement or for the careful explora- 
tion of wounds for foreign matter; neither will 
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operating equipment be available nor aseptic con- 
ditions prevail. Therefore, these procedures are 
secondary to the control of hemorrhage, and nothing 
more than absolutely essential service will be per- 
formed, after which the patient will be transported 
to the hospital. 

Emergency splints will be put on only if the 
casualty cannot otherwise be safely transported. 
Slings will be improvised from the patient's cloth- 
ing. A fractured humerus may be bound to the 
chest. A folded newspaper may serve as a splint for 
the forearm or wrist. A sharp ax with which to 
fashion splints from trees or nearby lumber im- 
mediately becomes an essential instrument at a first 
aid station. Should a cast be required, this must be 
split or bivalved to prevent circulation embarrass- 
ment during travel. There is no time for attempted 
alignments of bones at a first aid station. A fluoro- 
scope, even if available, will be used for many other 
purposes and cannot be released for bone alignments. 
Moreover, the alignment probably would not hold 
during transportation. Injuries to the skull and 
spine require special care, especially on the part 
of litter bearers who should be carefully instructed 
in this regard before reporting for duty. 

The problem of tetanus will reach serious pro- 
portions. The best treatment, quite obviously, would 
be to have actively immunized the entire population 
with tetanus toxoid prior to the disaster. Then a 
stimulating dose of toxoid could be made routine 
at the first aid station for all casualties with open 
wounds. In the absence of this advance protection, 
there remains some doubt as to where or when the 
antitoxin should be administered. Many victims will 
be unable to recall whether they have previously 
received such injections, and the effort required for 
making skin sensitivity tests and the carefully re- 
peated injections might occupy more time than is 
available at the first aid station. Therefore, this 
should be determined by the size of the disaster 
and the availability of material and medical care. 
If not performed at the first aid station, it certainly 
should be planned for and accomplished rapidly 
upon the victim’s arrival at the hospital. 

In patients where satisfactory evidence is obtained 
that a series of three tetanus toxoid injections has 
previously been received, a booster dose of tetanus 
toxoid 0.5 to 1 cc. hypodermically should be given. 
Patients not previously immunized should receive 
tetanus antitoxin 3,000 units hypodermically, but 
only after a negative skin test. Where hypersen- 
sitivity exists, increasing fractional doses of antitoxin 
should be given, beginning with 0.001 to 0.01 cc. at 
intervals of 20 minutes. Adrenalin should be avail- 
able in case of anaphylactic reaction. In the presence 
of clinical infections, the dose of tetanus antitoxin 
may be repeated every 7 days for 2 or 3 doses. 


But, again, in a large scale disaster, this type of 
treatment cannot be performed at the sorting station 
and must be done later. 

Morphine will be distributed to the first aid 
station but should be administered with caution, 1nd 
possibly not at all, to the walking wounded It 
should be recalled that the absorption of morp'iine 
will be retarded in many of the seriously wour led 
cases, and, if repeated doses are given, morpi ine 
poisoning might result later when circulation has 
been improved. It is generally recommended ‘hat 
morphine be given at the first aid station only io 
those in severe pain and that the standard do:ige 
be one-sixth of a grain given intramuscularly. ‘his 
should not be repeated, except under express or: ers 
of a physician, until the patient is at the hospi:al. 
The physician should further familiarize him:elf 
with average weight tables for children and be 
prepared to administer smaller doses where indicaid. 

In a large-scale disaster, the supply of blood 
and blood derivatives will fall short of the immedi- 
ate demand. This must quickly be anticipated and 
used sparingly until adequate supplies can be ob- 
tained. In case of shock recognizable at the first 
aid station, blood replacement is given not to obtain 
normal pressure but to provide a level of safety. 
Plasma and plasma expanders are useful for this 
purpose but should be recognized as stopgap therapy. 
Again, this becomes a matter of providing emer- 
gency care for the most people, and there is no 
time to adequately follow a long course of infusion 
for an individual. It is also readily recognized that 
cross matching will not be practical under those 
conditions. Therefore, if whole blood is used in the 
initial emergency following a major disaster, it 
must be type O only. 

One of the major responsibilities that will con- 
front the triage officer will be the evaluation of 
burns. Here, again, federal handbooks outlining rec- 
ommended courses for treatment state that an im- 
mediate evaluation must be made at the first aid 
station. Those walking patients with minor burns 
shall be set aside to receive treatment when more 
time is available or be instructed to treat themselves. 
Slightly more serious burns may be cared for by 
aides. Casualties with moderately severe burns which 
do not immediately threaten life should be made 
comfortable and set aside for hospitalization as 
soon as the most critical patients have been trans- 
ported. Burned casualties who may be saved by 
vigorous therapy should immediately be transported 
to a hospital. These are generally younger individuals 
with burns up to 80 per cent and others with second 
degree burns involving 20 per cent to 70 per cent 
of the body surface and varying amounts of third 
degree burn. Older patients with burns of more 
than 50 per cent of the body surface and all in- 
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dividuals with third degree burns exceeding 80 per 
cent should be set aside unless physicians have time 
to give them individual attention. When the physi- 
cian believes there is a.chance for their possible re- 
covery, patients in this category should immediately 
be sent to the hospital. 

The easily remembered rule of nine is recom- 
mended for the immediate determination of the ex- 
ten’ of burns. Here body surfaces are divided by per- 
centages to enable a quick evaluation. Each side 
of ach lower extremity is rated at nine per cent. 
Each side of each upper extremity is rated at four 
and one-half per cent. The trunk is 18 per cent on 
eac'i side, the head nine per cent, and the neck 
one per cent. 


EMERGENCY HOSPITAL TREATMENT 


The above is a brief résumé of a few suggestions 
for rapid, essential first aid care. Should a large- 
scale disaster occur, rapid care of a slightly different 
nature will also be in order at the emergency hos- 
pital. In case of an atomic bomb blast, it is presumed 
tha: hospital facilities within a three-mile radius of 
point zero will be out of service. Emergency hos- 
pitals will be set up in school houses. They will be 
stalfed with specialist services as described elsewhere 
in this issue. Material and equipment will be faulty 
and in short supply if, indeed, there is any equip- 
ment at all. 

At such points will be assembled those casualties 
who have previously passed through a first aid station 
and who, upon the consideration of the triage officer, 
are in immediate need of medical treatment. Should 
hundreds or perhaps thousands of such patients ar- 
rive at a single hospital, it will become impossible to 
give adequate care even at this point. Here the 
procedures will be somewhat more detailed than at 
the first aid station but still considered emergency 
measures. Reconstruction, the closing of wounds, the 
long-time therapy for .burned patients will be per- 
formed later at permanent hospitals in the perimeter 
of the affected area. This section, therefore, deals 
only with the next phase of emergency care which 
follows after the first as rapidly as these most 
seriously injured patients may be transported to the 
emergency hospital. 

Surgery at such a hospital will be designed to per- 
form the greatest immediate benefit for the greatest 
number. Surgeons must evaluate their responsibility 
in relation to facilities in the emergency hospital and 
those that might be available in other permanent 
hospitals. At this point, initial wound surgery is 
performed. Foreign bodies or materials are removed 
from the wound, devitalized tissues are excised, 
hemorrhage is stopped, transfusions are given, and 
limbs are immobilized for further transportation. In 
case of surgery, it is considered wise to leave the 
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wound open after provisions have been made for 
drainage. In general, this is still emergency surgery, 
but it is performed under surgical conditions and 
represents one further step toward enabling the 
patient to withstand the next journey to a regular 
hospital where his care may be completed. 

Transfusions will create a major problem during 
the first few hours, and possibly days, depending 
upon the number of casualties requiring blood. It is 
presumed that typing facilities will not be available 
at a first aid station and probably will not become 
immediately useful at the improvised hospital. There- 
fore, during the initial phase, group O blood must 
be used. If group O Rh negative blood is available 
without facilities for Rh typing of recipients, this 
should be reserved for young women and female 
children, for women who have had children, and 
for persons who have had multiple blood trans- 
fusions. If typing can be performed, then the Rh 
negative blood should be reserved for Rh negative 
persons to prevent sensitization. Of course, plasma 
and blood volume expanders will be used wherever 
possible to conserve the supply of whole blood for 
such patients where this type therapy is essential. 

Another civil defense effort of which little has 
been said is the necessity for setting up an emer- 
gency procurement and blood station near the tem- 
porary hospital. It may become necessary to com- 
promise accepted methods for processing blood. The 
standard for selection of donors may also need to be 
lowered. No compromise can be made, however, in 
the care with which cross matching shall be per- 
formed. Complications resulting from carelessness 
in cross matching are inexcusable, even during the 
confusion that will attend the first hours following 
the disaster. 

Much has been written concerning the emer- 
gency treatment of burns, but this subject is com- 


‘plicated by many differing opinions as to the methods 


of choice. It appears wisest, perhaps, to select a 
physician with experience in this field to head the 
ward for burned patients and to leave treatment to 
his judgment. If many burned patients appear, he 
will quickly realize that adequate care cannot be 
given each individual. He must, therefore, once again 
segregate the casualties, according to his evaluation, 
as to the extent of their injuries and concentrate, at 
least during the initial phase, upon that group in 
which his efforts may save the most lives. 

Almost nothing has been mentioned in this paper 
concerning the radiation syndrome which might 
represent the chief complaint of a large number of 
casualties. Civil defense authorities outline symp- 
tomatology in four categories. The very severe case, 
having received 600 r or more of radiation dosage, 
will exhibit symptoms on the first day. This general- 
ly begins with malaise, nausea, and vomiting, to 
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be followed by prostration and rapidly developing 
severe leukemia. During the next few days diarrhea 
and rising, sustained fever may be expected. Death 
will follow probably within 14 days after exposure. 

The severe case will have received about 400 r of 
radiation dosage and will also present early symp- 
toms of nausea and vomiting which will subside 
within 24 hours. The various symptoms will be noted 
up to about the 20th day, after which the patient 
may become seriously ill with numerous symptoms 
including general sepsis. Death is expected in ap- 
proximately 50 per cent of untreated cases where 
sepsis or hemorrhagic manifestations dominate the 
picture. 

The moderately severe cases will occur following 
200 to 300 r of radiation dosage. Symptoms on the 
first day will be similar to the above. During the 
next two weeks, no definite symptoms may be 
noticed except a moderate lymphopenia. After two 
weeks, a number of things may appear, such as 
malaise, epilation, sore throat, petechiae, diarrhea, 
and weight loss. Most of these cases are expected 
to recover without treatment. If death occurs, it is 
rare prior to six weeks and will usually be due to 
complications such as chronic abscesses, refractory 
anemia, tuberculosis, etc. 

Mild cases are those having received less than 200 
r of radiation dosage. They will show a few of the 
above symptoms with fatigue sometime during the 
third to the sixth week after exposure. They are 
expected to recover, but even mild radiation injury 
may lead to complications and retard recovery from 
burns or trauma. 

Treatment is mostly supportive. Patients should 
be given rest and sedation. They need good medical 
care and the restoration of water and electrolyte 


balance. Good general nutrition should be main- 
tained. There appears to be some question regarding 
the value of transfusions for the treatment of radia- 
tion sickness. Civil defense handbooks indicate that 
blood replacement should be employed only when 
required by hemorrhage or anemia. Early transfusions 
have not been shown to alter the outcome of radia- 


tion sickness. 
SUMMARY 


Material presented in this paper represents ex- 
cerpts from handbooks on emergency medical care 
in time of mass disaster. Presented was a brief out- 
line of recommended treatment procedures designed 
to provide efficient use of skilled health personnel. 
It is never intended that individualized care should 
replace the above-suggested techniques except in 
time of disaster when personalized service is impos- 
sible. It is further suggested that all the above are 
outlined in broad form to indicate acceptable pro- 
cedures. They should be varied according to cir- 
cumstances prevailing at the time. 
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“A free society means a society based on free competition, and there 
is nO more important competition than competition in ideas, competition 
in opinion. This form of competition is essential to the preservation of a 
free press. Indeed, I think the press should set an example to the nation 


in increasing opposition to uniformity.” 
—Adlai E. Stevenson 
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Thomas R. Hood, 
Topeka, 


INTRODUCTION 


Quite independent of any enemy action, disasters 
do occur in Kansas. Some of these disasters are 
loca!, highly specialized in nature, and involve com- 
paratively few individuals, while others are large- 
scale, complex generalized disasters threatening or 
destroying large amounts of life and property. 

Kansas has been fortunate in recent years in having 
no generalized disasters involving a large number 
of casualties or a large loss of life. The localized 
and specialized disasters have been distressing indeed 
for those persons affected. They include an outbreak 
of 2 typhoid fever epidemic in a state institution, 
an episode of food poisoning following a company 
picnic, an anthrax outbreak among cattle, and 
episodes of diarrhea and enteritis almost too numer- 
ous to mention. The only large-scale general dis- 
aster occurring in Kansas in recent years was the 
1951 flood. A number of these localized episodes 
have been described in reports, and these are listed 
in our bibliography. Many of these localized out- 
breaks have been confined and minimized by prompt 
epidemic investigations and application of specific 
suitable control measures. Public health work in 
connection with the state’s one major widespread 
disaster is briefly described below. 

Doubtless many more local disasters and local 
disease outbreaks would have occurred if less at- 
tention were paid to proper sanitation, food han- 
dling practices, and special preventive measures. 
This, of course, leads us to the inevitable con- 
clusion that uniform conscientious application of 
known sanitation and preventive practices would 
have prevented many or all of the localized out- 
breaks which did occur. We are constantly striving 
for such application of known preventive measures 
for a reduction in the gap between knowledge and 
practice. 

The work engendered by the 1951 flood can well 
be divided into two phases. The first phase includes 
the problems of restoration of sanitary facilities 
such as water supplies, sewage treatment and dis- 
posal, milk supplies, and problems of mass feeding. 
The second phase encompasses the rehabilitation and 
clean-up tasks. Like all classifications, this is one 
of convenience and overlapping does occur between 
the two phases. 


* Executive Secretary, Kansas State Board of Health. 
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Public Health Lessons of Kansas Disasters 


M.D., M.P.H.* 


Kansas 


PHASE ONE 


The 1951 flood removed 37 Kansas municipal 
water supplies from operation and damaged or 
threatened many others. Some were saved only 
by the strenuous labor of armies of volunteers. 
Warnings were issued wherever householders would 
find it necessary to boil water to assure its safety 
and purity. Numerous emergency portable water 
purifiers were set up in strategic places; plant per- 
sonnel, public health engineers, and others accom- 
plished difficult tasks in restoring water plants 
within a relatively few days following the flood. 
In many places, sewers were plugged with silt 
and refuse from the flood and had to be cleaned 
or dug up and replaced. In certain instances, more 
primitive means of sewage disposal had to be 
utilized for temporary periods. 

A supply of pasteurized milk was maintained in 
most areas through pooled use of operable plants. 
Where this was impossible, the public was advised 
to boil milk before drinking it. Lack of refrigeration 
in some areas made it imperative to distribute and 
use milk and other perishable foods immediately. 

Mass Shelters and Feeding: Mass shelters were 
used in communities where large numbers of people 
were displaced from their homes. Demand for 
space in the mass shelters did not rise to a peak 
immediately following the crest of the flood, but 
rather a few days later. Apparently many individuals 
were able to make temporary arrangements for 
shelter with friends and relatives, but when it ap- 
peared that it would be some weeks before other 
housing was available, these refugees found it advis- 
able to move to a public shelter. : 

Problems arose in these shelters relating to over- 
crowding, inadequacy of rest rooms, and food prep- 
aration and preservation. Specialized problems arose 
in connection with those individuals who were 
infirm, either physically or mentally, and mothers 
and infants required special attention. Families who 
were enduring the shock of the flood and destruction 
of their property often had to endure the additional 
trauma of family separation, since physical facilities 
in mass shelters lent themselves better to arrange- 
ment of beds in large dormitories with sexes sep- 
arated than they did to preservation of family 
units. Mass feeding problems merit special attention. 

In the writer's observation, no special problem 
existed other than those mentioned above in ob- 
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taining basically wholesome food to prepare for 
individuals in mass shelters; however, it was found 
advisable to keep a trained sanitarian on duty in 
each large shelter to assist kitchen personnel in 
handling food in a proper sanitary manner. We are 
confident that if this precaution had been neglected, 
one or more superimposed distressing disasters would 
have also occurred. It is notable that no outbreak 
of food poisoning did occur. 

The special items which drew the attention of 
the sanitarians included insistence that food handlers 
be free from frank infectious disease in the form of 
skin infections, diarrhea, or acute upper respira- 
tory infections. Insistence had to be placed on 
cold storage for suitable items of food. In some 
instances, measures had to be taken to prevent serv- 
ing of inadequately prepared food (tenderized 
hams), to have cooked foods discarded within a 
suitable time limit, and to provide for adequate 
and thorough dishwashing procedures. The people 
preparing food were advised to avoid those items 
which are especially hazardous and especially no- 
torious in leading to outbreaks of food poisoning. 
These included uncooked tenderized ham, poultry, 
starchy salads, cream puddings, or fillings for pastry. 

Whenever possible, mothers and infants in mass 
shelters were segregated in a small room devoted 
to this purpose, and the number of visitors was 
held to a minimum. Local physicians agreed on 
a standard formula to be fed to all or nearly 
all of the bottle fed infants in the shelter, and care- 
ful attention was given to cleanliness in preparation 
of the bottles and formula. Most important was the 
use of terminal sterilization on the bottles. Adequate 
refrigeration was supplied in this area to suitably 
preserve the properly prepared and terminally ster- 
ilized bottles and formula. 


PHASE TWO 


The task of disposing of the unbelievably large 
quantities of refuse, animal wastes, and spoiled 
foods left as the flood waters receded placed the 
historic fifth labor of Hercules in diminished per- 
spective. Surely the cleansing power of the Alphens 
and Peneus rivers on the Augean stables was 
not as great as that of the Kansas and Missouri in 
leaving behind massive amounts of decaying 
detritus. This problem was doubtless most severe 
in the stockyards area of Kansas City, where thou- 
sands of .dead animals had to be removed and 
buried. 

Foods of every description were destroyed or 
damaged by the flood waters, drug stocks in retail 
drug stores and in storage were damaged; some- 
thing over 500 retail establishments suffered losses 
in excess of 95 per cent of their stocks. A general 
embargo order was placed on all food and drug 


stocks to prevent their removal, and they were 
subsequently inspected and processed or disposed of 
under the surveillance of health authorities.. Rail- 
roads disposed of goods damaged while in transit in 
large sanitary land fills. Often entire freight <ars 
with their contents were buried, since the decomposi- 
tion of the contents made it impossible for the 
railroads to employ crews fo clean the cars. Ap- 
proximately $50,000 in grain was damaged beyond 
food use. 

As a concomitant to the 1951 flood in Kansas, 
many thousands of individuals received injections 
of typhoid vaccine. While this measure is a custom- 
ary and time honored one, its real need and ef- 
ficacy is doubted. Our mental reservation is this— 
that the injection of the vaccine produces more 
morbidity than it prevents and that protection <e- 
velops too late to be of benefit to those already 
exposed; it might prevent secondary cases in the 
event an outbreak did occur. It appears to us that 
the chance of flood waters or flood-contaminated 
waters containing typhoid organisms is exceedingly 
slim and would create a real hazard only in some 
of the backwashes of the flood. The amount of 
dilution of waste materials by flood waters is tre- 
mendous, and the mathematical probability of any 
individual acquiring typhoid organisms from the 
flood water is small. 

On the other hand, the risk of acquiring various 
other enteric illnesses is by no means diminished 
through the administration of typhoid vaccine. 
Hence, it would appear that the effective steps to 
be taken for the prevention for the enterically 
transmitted disease is through the usual ones of 
insuring that the population has sanitary water and 
food supplies. Once begun anywhere in the flooded 
area, typhoid shots must be given in the entire 
area because of the public demand which arises. 
These injections not only produce minor illness 
in a fair share of the individuals who receive 
them, but occupy the time and attention and full 
energies of a large number of individuals engaged 
in performing the immunizations. 

It is our belief the time and energy of these 
persons might have been much more effectively 
spent in other channels. Our only real reservation 
is that a more extended or widespread disaster 
might necessitate immunization protection, especial- 
ly if insanitary water sources had to be used. In 
such event, the vaccine would have had to be 
given prior to the emergency for full ‘effect. 

It is notable that no case of human illness was 
directly traced to the effects of the flood. One small 
outbreak of septic sore throat did occur during the 
clean-up stages. A utility crew of 135 employces 
was placed. in an area which had been flooded 
to check homes before gas service was resumed. 


4 
‘ 
4 
| 
| 
a. 
. 
it 
n 
P 
If 
| 
| 
— 


OCTOBER, 1953 469 


One of the members of this crew had a severe sore 
throat on the job, and approximately three days 
later 49 members of this crew were reported with 
nearly identical symptoms of sore throat and tem- 
peratures of 103 to 104 degrees. An epidemiological 
investigation showed that food for the crew had 
been supplied from a mobile unit of a local caterer. 
The methods of the caterer were good, and there 
was no indication that there was any food common 
in ‘he cases of illness. Water was supplied to the 
crew by the gas company in 10-gallon milk cans with 
dipvers. Paper cups were furnished with each 
wat-r can. Supervisors in the crew admitted that 
the men had not used the paper cups but had drunk 
directly from the dippers; thus it appears that this 
out!»reak was due to the use of common drinking 
cups. 
CONCLUSIONS 

Naturally occurring disasters in Kansas have been 
bric‘ly described. They illustrate the need for good 
sanitation and disease control practices at all times, 
as well as showing the more acute needs which arise 
in ihe time of a disaster involving dislocation of 
numerous citizens and facilities. By inference, this 
paper points up the benefits to be derived from hav- 
ing trained public health personnel on hand to 


direct certain phases of disaster work. It offers the 
chance to plead that the number of such personnel 
in Kansas should not be so far depleted as to 
render the actions of the remainder comparatively 
inadequate and ineffectual. 

Certainly the need is plain for community and 
state planning for disaster. Additional volunteers 
should be taught the elements of sanitation, especial- 
ly food sanitation for mass feeding, and they 
should be available to augment and supplement the 
efforts of regularly employed sanitarians. The fact 
is shown that good sanitation and public health 
practices can remove the bogy of outbreaks of 
epidemic disease at the scene of naturally occurring 
disasters. The injunction of unnecessary and perhaps 
meddlesome though traditional measures is decried. 
The special needs of mothers and infants are 
mentioned. 
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PRESIDENTS PAGE 


Dear Doctor: 

It was a pleasure and an opportunity for your president and executive 
secretary, as well as several members, to attend the dedication exercises for the 
Continuation Study Building at the University of Kansas Medical Center. The 
Kress Foundation, which gave $150,000 for the construction of this building, 
was represented by Mr. S. H. Kress himself. Mr. Kress made a short and very 
pointed address to the assembled group and then uncovered the cornerstone. 
Also present were about 15 businessmen from Greater Kansas City who had 
seen the need for this building and who had been most generous in their 
financial support. 

The evolution of this building is most interesting, but limited space on 
this page prevents a complete portrayal of it. However, a brief résumé of the 
principal benefactors should be reviewed here. In addition to the contribution 
of the Kress Foundation, friends of the university living in the Greater Kansas 
City area have contributed $135,751. Mrs. E. H. Hashinger gave $100,000 for 
the Battenfeld Auditorium as a memorial to her son, J. R. Battenfeld, Jr. 
Friends of Dr. C. B. Francisco have contributed $30,554 as a memorial to 
him. About $60,000 has accumulated from student union dues, earnings of the 
book store, and contributions to a student union building, an endeavor which 
started back in about 1943. The alumni of the medical school and the doctors 
of Kansas have contributed another $26,000. The Endowment Association of 
the university has loaned the building fund $50,000. At this writing, these 
funds are available to finish construction on this building (about February 1, 
1954) and to partly equip it. Another $60,000 is urgently needed to fully 
equip this building so that the maximum return in the form of usage and 
satisfaction can be realized by those who have been so generous in the in- 
terests of medical education in Kansas. 

I believe that the quality of medical practice can well be judged by the quality 
and facilities for medical education in that state. The Kansas legislature has had 
the foresight to furnish these facilities at an undergraduate level. The afore- 
mentioned benefactors have been most generous in their support of the con- 
struction of this building which will not only enhance the pre-existing facilities 
as far as medical students are concerned but will also furnish a center for con- 
tinued study for the doctors of Kansas and the United States. Is it not our 
responsibility to be generous in our contributions to carry this facility to its 
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| EDITORIAL COMMENT 


KANSAS CIviL DEFENSE ACT 


The fourth in a series of editorials on legal sub- 
jects is devoted to the Kansas Civil Defense Act. 
This was passed in 1951 following considerable 
pressure from national sources because it was felt 
that the machinery for creating civil defense boards 
should exist in each state. It was also necessary to 
provide for inter-state co-operation in civil defense, 
both of which are accomplished by this act. It ap- 
pears, for those interested in studying the subject 
further, in the 1951 supplement to the General 
Statutes of Kansas, 1949, and repeals certain pre- 
existing sections and rewrites the act into new 
sections 901 through 918. 

The act begins with an expression of policy. “ (a) 
Because of the existing and increasing possibility of 
the occurrence of disasters or emergencies of un- 
precedented size and destructiveness resulting from 
enemy attack, sabotage or other hostile action, and 
in order to insure that preparations of this state 
will be adequate to deal with such disasters or 
emergencies, and generally to provide for the com- 
mon defense and to protect the public peace, health, 
and safety, and to preserve the lives and property 
of the people of the state, it is hereby found and 
declared to be necessary: (1) To create a state 
civil defense agency, and to authorize the creation 
of local organizations for civil defense in the poli- 
tical subdivisions of the state. (2) To provide for 
the rendering of mutual aid among the political sub- 
divisions of the state, and with other states, and 
to co-operate with the federal government with 
respect to the carrying out of civil defense functions. 
(b) To authorize the establishment of such or- 
ganizations and the taking of such steps as are 
necessary and appropriate to carry out the provi- 
sions of this act.” 

This act establishes the governor of the state as 
head of civil defense for Kansas and empowers 
him to employ a director of civil defense. He also 
May appoint a civil defense council and make 
available, when an emergency arises, any offices 
or officials of the state. It further permits counties 
of more than 175,000 population. to levy a half mill 
tax in addition to all other levies for the purpose 
of civil defense and establishes that mutual aid ar- 
tangements may be made among the several counties. 

The state civil defense council is authorized to 
accept services, gifts, grants, and loans from the 
federal government or from any private person or 
Organization, to be used in time of disaster. The 
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council is further empowered to requisition any 
property presently owned by the state or any of its 
political subdivisions and to transfer personnel for 
service in civil defense, should this be deemed neces- 
sary for the public interest and safety. There are 
provisions, of course, whereby contracts shall be 
entered into in such transfers, and that expendable 
materials shall be paid for or replaced according 
to prior agreement, and that personnel on loan for 
civil defense work shall do so only for the duration 
of the emergency. 

A considerable portion of the act concerns per- 
sonnel. One requirement is that no person may 
serve in any capacity in any civil defense organiza- 
tion who “advocates a change by force or violence 
in the constitutional form of the government of 
the United States or in this state or the overthrow 
of any government in the United States by force 
or violence, or who has been convicted of or is under 
indictment or information charging any subversive 
act against the United States.” 

There is also a section dealing with immunity 
from liability. It states that an individual who 
is injured or who suffers loss as a result of his 
activity in line of civil defense duty may recover 
benefits or compensation to which he would other- 
wise be entitled under Workmen’s Compensation, 
any pension law, or any act of Congress, but, ex- 
cept for that, neither the state of Kansas, any 
of its political subdivisions, nor any individual serv- 
ing therein may be held liable “for personal injury 
or property damage sustained by any person ap- 
pointed or acting as a volunteer civil defense worker, 
or member of any agency engaged in civil defense 
activity.” The only exception is for gross negligence, 
willful misconduct, or bad faith. This section goes 
to some length to flatly deny liability for any person 
in case of death or injury or damage to property 
as long as the person causing such injury has 
“complied with or reasonably attempted to comply 
with this act . . . during the existence of such 
emergency or grave public disaster.” 

In general, the act permits the governor to pro- 
claim an emergency because of war, accidental or 
natural disaster. He may command the resources of 
the state in the interest of public health and safety 
and, as long as the emergency is declared to exist, 
the state is ruled under martial law. Even though 
the act attempts to define all possible emergencies, 
it is left open at the close by declaring that the 
civil defense director, who is responsible for all 
procedures under this act, may have whatever ad- 
ditional duties and responsibilities as may be pre- 
scribed by the governor or the council. 
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AN INTERPRETATION OF CIviIL DEFENSE 


Civil defense is a game of cops and robbers. 
Grown men and women under tin hats playing 
hide and seek with an imaginary enemy, simulating 
monstrous disasters, rescuing an astronomical list of 
injured, assuming unbelievable authority, requisition- 
ing everything in sight, running, screaming in the 
happy terror of comic book melodramas. 

Until disaster strikes. Then the game with 
wooden swords pays off. The giddy dance sombers 
into black reality and a battle for survival—man’s 
effort to save mankind. Then the party hours are 
transformed into experience teaching the actor lines 
he must recite upon the stage. Then he is prepared 
to take whatever comes upon him. 

So, however scornful the cynic feels toward 
the exhilarated shipping clerk turned fire warden, 
let him play his little game. Let him learn his role 
of safety against such day, which God forbid shall 
ever dawn upon this nation, when his toys become 
instruments of salvation and his knowledge essential 
for survival. 

For the doctor this is different. He isn’t playing 
now, he won't play then. His service will be the 
same as it is today, but covering a wider field. Need 
for his skill will multiply a thousand fold. A 
Herculean task awaits him in which the luxuries 
of medical care must be discarded for essential work. 
Shortages will be magnified in personnel and ma- 
terial and in facilities. Handicaps of every descrip- 
tion will plague him in an ever rising crescendo 
of abject and desperate need. 

But he will be practicing medicine. The leisurely 
physical examination will be replaced by the fast 
excising of foreign material. The friendly advice 
on diet is put aside for an essential transfusion. 
History taking is discarded for a hasty x on the 
patient’s forehead marking what has been done. 
Things will change in one fateful instant, but for 
the doctor this is a change in emphasis only. 

If this happens, he must depend upon the aid 
of volunteer helpers, filling station attendants, truck 
drivers, fountain clerks, stenographers to perform 
the work of his skilled assistants. There is no time 
for training or for advice when the need arises. 
They must be ready now, so let them play at cops 
and robbers, learning what they may of first aid 
and disaster rescue during recreation periods against 
an hour when they might be needed. 

So civil defense is not a game at all, but, instead, 
a deadly serious school to teach survival to a nation. 
It represents the final link between the civilian 
population and the armed forces, welded together 
into a chain of total defense. It is the people them- 
selves learning to confront disaster, and, as such, 
no single hour of preparation can be said to be 


wasted even if happily the lessons learned are 
never needed. 

And there also medical organization is essential, 
It would not be enough for the physician t» be 
prepared to serve. He must be informed where he 
is needed and what duties he shall be expect«d to 
perform. Supplies in undreamed of amounts nust 
be available for his use. Facilities must be prep red. 

So this issue of the JOURNAL is devoted tc the 
subject of medical organization in civilian defense. 
It outlines recommended procedures which may well 
be modified according to various local situations but 
should be followed in the main to bring cohesion to 
the larger defense program. 

And, finally, even though the prospect of need 
arising through enemy action is the hue and cry, 
a moment of sober reflection will convince cach 
doctor that this outline can be made to serve in 
other ways. Local applications will conserve time 
and spare the maddening inefficiency of unprepared- 
ness in case of disaster occasioned by naturai or 
accidental causes. Actually, it is this service that 
presents an immediate practical aspect to such or- 
ganization and represents the principal reason for 
devoting this issue of the JOURNAL to the subject. 

If a tornado or an explosion struck any city in 
this state, even a relatively small number of casual- 
ties would quickly overtax existing medical services. 
An appeal for aid would bring neighboring physi- 
cians of course, and, trained as they are to cope 
with emergencies, each would soon put his knowl- 
edge to effective use. But even this delay is unneces- 
sary. With a small amount of organizational plan- 
ning at this time the doctor does not need periods 
of practice. He needs only to accept an assignment. 
He needs to be made part of a team that can 
serve as a disaster unit. He will be more efficient, 
for whatever emergency duty he is asked to pet- 
form, if he is a member of an organized staff, if his 
partners in this effort represent the various spe- 
cialized medical services. 

So the plan is simple. Each sizable community 
should organize its own unit which would be 
prepared to move intact to any needed area. Smaller 
places may best group together. Today the plan is 
for a program to be placed on paper so that the 
blueprint may be used when occasion demands. 
It is that simple, but it is of utmost importance. 


Our DEBT 


It has been recognized for many years that the 
tuition paid by the medical student is far short of 
the total expense necessary to prepare him for the 
practice of medicine. This deficit has had to be made 
up from other sources of income. Every graduate of 
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medicine should feel grateful that as a candidate 
for medical education he had the good fortune to 
be accepted by some medical school. As a medical 
embryo he was nurtured, developed, and taught the 
fine arts of the profession, qualifying him and finally 
conferring upon him the priceless degree of Doctor 
of Medicine. 

However, he has not paid the full price of his 
medical education. There is still a responsibility for 
him to step forward and in a small way make it 
possible for the medical students of today to have 
the advantages of better education and _ better 
physical facilities than were offered to him. One 
should, of course, give financial assistance to the 
school of his birth, but there is also an obligation 
to the school of his adoption. We have enjoyed 
the practice of medicine in Kansas. Kansas is not 
my school by birth, but is my school by adoption. 

Kansas medicine has accomplished great things. 
The Student Medical Union Building, Kansas City, 
is nearing completion. There is still some obligation 
to be met in the completion and furnishing of 
the same. It will be possible there to carry on more 
adequately, graduate as well as postgraduate studies. 
This new Kansas Medical Student Union Post- 
gtaduate Continuation Study Building will be dedi- 
cated to the students of medicine. 

It is mecessary for the profession of Kansas to 
assist in this very worthwhile project. The Endow- 
ment Committee is appealing to you to assist this 
project in this school of your birth as well as this 
school of your adoption. 

]. W. Randell, M.D., Marysville 
Chairman, Committee on Endowment 


To supplement Dr. Randell’s summary of the 
physician’s obligation to contribute, the JOURNAL 
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presents practical facts and figures to show the 
necessity for accumulating funds in Kansas and 
the uses to which they will be put. The information 
was assembled by Mr. Irvin E. Youngberg, executive 
secretary of the Kansas University Endowment As- 
sociation. His balance sheet shows that funds have 
been accumulated through memorial contributions, 
student fees, grants, gifts from individuals, and in- 
come from investments. 

The first memorial fund was established in the 
name of the late Dr. C. B. Francisco, who was 
especially active in the early part of the financial 
campaign. After his death in 1944, it was decided 
that the library and reading room in the new 
building should be dedicated as the Dr. C. B. 
Francisco Memorial Room. 

A second memorial fund was originated by Mrs. 
E. H. Hashinger, who gave $100,000 through the 
Battenfeld Foundation as a memorial to her late 
son, Jesse R. Battenfeld, Jr. That contribution was 
marked for the Jesse R. Battenfeld, Jr., Memorial 
Auditorium in the new building. 

Although there are no union building facilities 
at the medical center, all students there during the 
past four years have paid student union fees. In 
accordance with the statutes of Kansas, the full 
amount of those fees must be used for building 
and equipment until they are fully paid for. 

The postgraduate program in medicine at the 
medical center was given impetus when the Kress 
Foundation gave $150,000 for the erection of a 
Continuation Study Building with the provision that 
the fund be matched by local contributors. Business 
firms and professional men of Greater Kansas City 
gave $135,750.95 to accomplish this end, and the 
Kansas University Endowment Association added 
$30,000 from its unrestricted funds for this purpose. 


Journal of the Kansas Medical Society will publish 


terested in contacting these physicians may write to 


4509 West 74th 
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John C. Artman, M.D. 
2005 Lincoln Drive 
Hays, Kansas 


Topeka, Kansas 


Laurel G. Case, M.D. 
316 South Factory Street 
Enterprise, Kansas 
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SERVICE SEPARATIONS 


As a service to physicians and communities in this state desiring additional medical personnel, the 


officers who will shortly be separated from the armed forces. These are men who volunteered from 
Kansas, and many of them will probably be interested in finding locations in this state. Anyone in- 
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William T. Holland, M.D. 
Winter VA Hospital 
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Arkansas City, Kansas 
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All of the above contributions have been made 
to the Kansas University Endowment Association, 
which serves as trustee. The association invests the 
funds in short term government securities, making 
no administrative charge for the service. Income 
from the investments is added to the fund. 

The following summary shows the status of the 
fund at present: 

Battenfeld Foundation—Contributions ..... $100,000.00 


Continuation Study Center— 
Biugent’. Union Fund 6.605.045. 


Doctors’ Contributions to date ............ 26,040.16 
Dr. C. B. Francisco Fund—Contributions .. 30,554.05 
Special Fund—Kress and 

Kansas City Contributions .............. 315,750.95 
Medical Student Union Building Fund— 

15,779.08 
Loans From Kansas University 

Endowment Association ................ 50,000.00 
Cash (and Securities) on Hand .......... $250,109.75 

$252,309.75 
Construction Costs ........... $538,788.68 
342,645.19 
Balance to be paid for Construction ...... 196,143.49 


Balance on Hand for Furnishings, Con- 
tingencies and Additional Change Orders $ 56,166.26 


Furnishings and equipment needs approximate 
$100,000, with about one-half allocated for the 
purchase of kitchen and dining room equipment. 
Kansas physicians are now being asked to contribute, 
and generosity may be encouraged by the fact that 
all gifts are deductible with respect to Kansas and 
federal income taxes. Special recognition will be 
given all who contribute $500 or more. A study 
of the endowment association records shows that 
22 per cent of the physicians in the state have al- 
ready made gifts to the fund, and it is hoped that 
the remaining 78 per cent will add their names 
to the list of contributors. 


ARMED ForRCES REQUIREMENTS 


A September 2 report from the National Advisory 
Committee to Selective Service, stating a belief that 
there will be no further calls for physicians register- 
ed under the doctor draft for about a year, was 
welcomed by physicians throughout the country. 

The report adds: ‘‘As a result of Call No. 16 in 
August (for 524 physicians) and the increased num- 
ber of volunteers, there have been commissioned a 


sufficient number of physicians to meet the nee:'s of 
the armed forces for the immediate future. Those 
who have been commissioned from either the -volun- 
tary list or the Selective Service call will be brought 
to active duty from time to time until this reservoir 
is exhausted.” 

In summing up the situation, however, the Jornal 
of the American Medical Association of September 5 
carried an editorial criticizing the Selective Service 
System for refusing to cancel the August cal! for 
524 physicians. The editorial stressed the fact that 
the number of physicians who have volunteered for 
active duty now far exceeds present medical o‘ticer 
requirements. Five long-range effects which will re- 
sult from an excessive number of medical officers 
were listed as follows: 

1. A wastage of medical manpower resulting in 
a reduction in the number of physicians available 
to care for the civilian population. 

2. A tendency to use excess medical officers on 
nonmilitary assignments. 

3. A squandering of available medical registrants 
under the “Doctor-Draft law’ which would accel- 
erate the call-up of doctors in priorities 3 and 4. 

4. An inefficient utilization of physicians in uni- 
form, with a resulting lowering of morale and gen- 
eral dissatisfaction with military service. 

5. A nullification of the newly established ratio 
of 3.0 per thousand between medical and over-all 
troop strength. 

The editorial presented the viewpoint of many 
physicians and communities as follows: ‘Acting in 
good faith and on the basis of the assertions by 
officials in Washington that medical personnel was 
sorely needed, many of these men have closed their 
offices or have discontinued their plans for additional 
residency or postgraduate training. In many instances 
this discontinuance of training was forced on them 
because of the prohibition that prevented hospitals 
from accepting priority 1 and 2 men to fill available 
residency vacancies. 

“Having terminated their civilian commitments 
on the assumption that they were needed immediate- 
ly by the armed forces, these physicians are now 
faced with the prospect of an indefinite status for 
the next year or more. Possibly it is still not too 
late for many of them to change their plans, to 
request a delay in call to active duty, and resume 
their civilian occupations. 

“The government officials charged with the ad- 
ministration of the ‘Doctor-Draft law’ are obligated 
to call to active duty only those physicians who 
are needed and immediately to advise medical fe- 
servists as well as Selective Service medical reg- 
istrants when they can expect to be called for 


military service.” 
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| BLUE SHIELD 


KEEPING PEOPLE INFORMED 


The problem of how: much and what kind of 
printed matter should be used by Blue Cross and 
Blue Shield is one which always presents a challenge. 
Does the public like to see new and fresh material, 
or does it tire of it? Is enough money spent on 
this kind of publicity, or should the amount be 
increased? These are questions not easily answered. 
The Public Relations Division of the Kansas Plans 
tries to maintain public interest without too much 
repetition. 

In an effort to keep in constant touch with the 
sponsors and users of Blue Cross-Blue Shield, the 
monthly publication Health Plan is sent to four dif- 
ferent groups. This is sent to doctors, hospitals, 
member council representatives, and group leaders, 
with a slight difference in the content of the inside 
pages, designed to be of particular interest to each 
group. Being the principal method of communication 
between the Blue Cross-Blue Shield staff and the 
medical profession, it merits the continued interest 
and attention of Kansas doctors. These pages contain 
stories of the activities of the medical society, the 
medical auxiliary, the medical assistants and the Blue 
Shield Relations Committees. This offers a con- 
venient way for the Kansas doctor to keep in touch 
with the development and progress of Blue Cross- 
Blue Shield. A quarterly edition of Health Plan is 
sent to all direct pay members. These are members 
who have joined during a community enrollment or 
have transferred out of an employee group. Thus 
the communication reaches or is made available to 
nearly the entire Kansas enrollment. 

The newest piece of literature to reach the desk 
of the Kansas participating physician is ‘The Tear- 
ful Tale of the Other Fellow,’ a small descriptive 
folder with a detachable card which can be mailed 
to the central office for information regarding mem- 
bership, or group formation. A small supply will 
be mailed to each physician, and additional copies 
will be sent on request. Placed on the receptionist’s 
desk in the outer office, they offer patients a chance 
to examine the possibilities of membership in the 
two plans. 

A second leaflet will soon be mailed—only two 
copies to an office. This is designed to answer ques- 
tions concerning the patient’s coverage under the 
plans and will be given to him on entering the 
hospital for treatment. General information, with 
answers to 50 questions commonly asked, will save 
the doctor’s time and give the patient an idea of 
what he can expect in the way of service from 


his Blue Cross-Blue Shield membership. He can 
also become aware of the relationship between the 
dues he pays and the costs of hospital, surgical, and 
medical service. When he understands their depend- 
ence on each other, he may be less willing to use 
more of the services than absolutely necessary, thus 
eliminating the possibility of increased rates. 

Another item recently mailed was a participating 
physician plaque and desk card. These should serve 
as a reminder to the patient to tell the office assistant 
that he has membership in Blue Shield. 

During the years, numerous different kinds of 
literature have been mailed to members in the 
form of stuffers in monthly statements and in notices 
of payment. Quarterly posters are placed in hospital 
lobbies and folders distributed during enrollment 
campaigns. Advertising by newspaper, radio, and 
magazine is conducted through most of the year, but 
particularly during enrollments. 

A practical demonstration of the value of direct 
mail advertising is the satisfactory result of the 
recent offering of an extended benefits rider to the 
existing contract. A concentrated mail campaign with- 
in a two-week period resulted in approximately 
175,000 members enrolling in this added service. 
Protection is assured to $5,000 in each service against 
the cost of treatment for poliomyelitis and certain 
other stated diseases, or a total of $10,000 which 
could be available for each member of the family 
who is covered. 

Since total income of the plans is a major factor 
in determining how much should be spent, it is 
interesting to know that the present cost of this 
kind of public relations project (printed matter) 
represents an expenditure of less than 1 per cent of 
Blue Cross-Blue Shield income. 


“Americans can expect to add four or five years 
to their average length of life during the next 20 or 
25 years,” said Dr. Louis I. Dublin, consultant to 
the Institute of Life Insurance, recently. 

“During the past half-century, life expectation at 
birth has jumped from about 49 years to the pres- 
ent 69 years. That was in large part the result of 
great reductions in mortality among infants, chil- 
dren, and young adults. Longevity at middle ages 
and at advanced ages has not gained materially in the 
recent past. But today, with research concentrated on 
the ills which beset later life, there should be ma- 
terial advances in the years ahead in life expectancy 
in mid-life and later.” 


The 95th annual meeting of the Kansas Medical 
Society will be held at Topeka, May 2-6, 1954. 
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CASE PRESENTATION 


Dr. John Christianson (resident in medicine): 
This 42-year-old obese colored female was first seen 
in the emergency room of the University of Kansas 
Medical Center on April 26, 1953, and expired 
April 27, 1953. The chief complaint was an attack 
of asthma for six hours. 

The patient developed this asthmatic attack about 
noon. The attack became progressively worse, and 
the patient came to the emergency room for treat- 
ment at 7:10 p. m. She gave a history of seasonal 
asthma for 15 years. The family history is unknown. 

When first seen, the patient had severe dyspnea 
and a wheezing respiration, with short inspiratory 
phase and prolonged expiratory phase. Blood pressure 
was 120/70, pulse 100. Two minims of adrenalin 
were given at 7:15 p. m. and repeated at 7:35 p. m., 
with little effect. At 8:00 p. m, 7\4 grains of 
aminophylline were given intravenously, with some 
relief. This was repeated at 9:00 p. m., with almost 
total relief of symptoms. There still were a few 
expiratory high-pitched wheezes posteriorly. 

The patient was released from the emergency room 
essentially clear at 11:00 p. m. 

The patient was readmitted to the emergency 
room at 4:25 a. m. on April 27, 1953, im a severe 
asthmatic attack which started about 2:00 a. m. 
Chest examination was the same as on the previous 
admission. Two minims of adrenalin were admin- 
istered at 4:27 a. m. Oxygen by mask was admin- 
istered, at a rate of eight liters a minute. Adrenalin 
lf, cc. was given at 4:46 a. m. Aminophylline grains 
7 intravenously was given at 5:00 a. m. Sodium 
phenobarbital grains 11/, was given intramuscularly 
at 5:30 a. m. 

In spite of therapy the patient continued to have 
great respiratory difficulty. She was extremely restless 
and fought the oxygen mask. She then began to show 
signs of stupor. At 6:25 a. m., 200 mgm. of corti- 
sone was given intramuscularly in the buttocks in 
divided doses. 

Blood pressure was unobtainable at 6:45 a. m. 
Femoral and radial pulse was unobtainable. The 
lungs were essentially clear anteriorly. The patient 
was unconscious. Tracheal suction obtained little 
secretion. The patient was placed in shock position, 
and a vein was exposed surgically at 7:20 a. m. 
Twenty mgm. ACTH in 500 cc. of five per cent 
glucose in water was started at 60 drops per minute. 


*From the University of Kansas Medical Center. Edited by 
Glen R. Shepherd, M.D., and Mahlon H. Delp, M.D., from re- 
cordings of the conference participated in by the Departments 
of Medicine and Pathology and the junior and senior classes 
of medical students. 


Clinical Pathological Conference” 


Two cc. nor-epinephrine in 500 cc. of five per cent 
glucose in water was added and flow reduced to 30 
drops per minute. 

At 8:00 a. m., no radial pulse was obtainable 
in either arm. Femoral pulse obtained at 8:30 a. m. 
was fairly strong—trate 136/fninute. An electroca:dio- 
graph was done. 

At 8:50 a. m. the patient was transferred io a 
bed and moved to the ward, with continuing in- 
travenous medication. At 9:05 a. m. the patient 
vomited. Respirations and respiratory effort ce:sed 
immediately. 

Large amounts of vomitus were suctioned from 
the pharynx. Two cc. adrenalin and 11 cc. coramine 
were administered intracardially. The patient was 
pronounced dead at 9:10 a. m. 

Dr. Mahlon Delp, chairman: Any questions of 
Dr. Christianson ? 

Q: At any time during her hospital course did 
this patient produce any sputum? 

Dr. Christianson: No. 

Q: What was the character of the vomitus? 

Dr. Christianson: It was gastric contents. 

Q: Was she cyanotic at any time? 

Dr. Christianson: It was difficult to determine. I 
think she was quite cyanotic, from the appearance of 
the fingernails. 

Q: How long was the oxygen kept on? 

Dr. Christianson: From the time it was started, 
at about 4:30 a. m., until time of death. We tried 
to cut off the oxygeh periodically. It was given con- 
tinuously when the cyanosis became more marked. 

Q: Was an x-ray made? 

Dr. Christianson: No. 

Q: Was respiration thoracic or only abdominal? 

Dr. Christianson: She was using her chest muscles 
for respiration. There was some in-drawing. 

Q: Did you say the vomiting was agonal vomit- 
ing? 

Dr. Christianson: It depends upon how you 
interpret the word “agonal.” Yes, I would say the 
vomiting was agonal. 

Dr. Delp: Do you think the respiratory excursions 
ceased simultaneously with the vomiting? 

Dr. Christianson: I think the patient vomited, and 
then respirations ceased immediately. 

Dr. Delp: You make a point of the fact that the 
patient had no visible respiratory excursions follow- 
ing the vomiting? No additional effort? 

Dr. Christianson: That’s right. 

Q: What was the nature of the respiratory excut- 
sions before the vomiting ? 
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Dr. Christianson: They were shallow, but they 
were evidently adequate. 

Q: Did you auscultate her chest ? 

Dr. Christianson: It was clear anteriorly upon 
arrival at the ward. 

©: How much did this patient weigh? 

Dr. Christianson: About 160 pounds. 

Dr. Delp: Did you have any particular reason 
for taking the EKG? 

Dr. Christianson: Yes. I couldn’t understand why 
I couldn’t get the radial pulse or the blood pressure, 
anc yet I could faintly hear heartbeats. 

Dr. Delp: Mr. Manning, you have the EKG, I 
believe. 

Mr. Robert Manning (senior student): The rate is 
regular with tachycardia of approximately 150. The 
auricular conduction was normal with P waves 
preceding each ventricular complex. Therefore, this 
is a sinus tachycardia. The Q-T interval is shortened 
but, when corrected for the tachycardia, it is within 
normal limits. The P-R interval is prolonged mainly 
because of the large P complex. QRS complex ap- 
pears normal, and the T vector itself is located al- 
most perpendicular (-90°) to the coronal plane, 
so you don’t see much T wave deflection on the 
chest leads. The QRS vector is perpendicular to 
lead aV1 (about plus 60°) and is directed anteriorly 
so that the main findings are the rotation of the 
QRS and T vectors with wide QRS-T angle and the 
large P waves. These findings are consistent with 
acute right ventricular strain. 

Dr. Delp: You can see the EKG, Dr. Gunn. Does 
it appear to suggest any acute myocardial condition? 

Dr. C. G. Gunn (resident in medicine): No, 
there is nothing there that suggests heart disease. 

Dr. Delp: There was nothing in this patient’s 
history or appearance that suggested heart disease 
to you, Dr. Christianson? 

Dr. Christianson: I needed any help I could get. 

Dr. Delp: Were you considering a pulmonary 
embolus or pulmonary infarct? 

Dr. Christianson: No. 

Dr. Delp: It would seem that this patient had 
bronchial asthma in a severe form in the past. That 
is not the answer to the responsibility and obligation 
we have in this academic exercise because patients 
don’t often die of bronchial asthma, and so we have 
to offer some other explanation for this patient’s 
death. 

I don’t mean the immediate, obvious thing that 
occurred at the bedside just prior to the patient's 
death. I think we still have to explain the patient's 
clinical appearance, especially after the last time 
she came to the emergency room—the peculiar cardio- 
vascular collapse or shock state that she manifested. 

Miss Shiney, may we have your differential di- 
agnosis ? 
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DIFFERENTIAL DIAGNOSIS 


Miss Margaret Shiney (senior student) : Today we 
are confronted with the case of a 42-year-old woman 
having a history of seasonal asthma and a terminal 
episode consisting of about 18 hours of relatively 
intractable dyspnea, wheezing, and cyanosis. 

Since the symptoms were typically asthmatic, I 
believe the differential diagnosis must consist of both 
asthma and conditions simulating asthma. The four 
categories of conditions simulating asthma are 
respiratory disease, circulatory disease, renal disease, 
and nervous system disease. 

In diseases of the respiratory system are included 
pharyngeal disease, including such things as spasm, 
edema, paralysis, inflammation, stenosis, the presence 
of a foreign body, and neoplasms. 

Tracheobronchial disease which may cause asth- 
matic-like symptoms includes intrinsic lesions such as 
acute and chronic bronchitis, chronic inflammatory 
disease such as bronchiectasis, tuberculosis, syphilis, 
foreign bodies, and neoplasms. We must think also 
of the extrinsic lesions such as substernal thyroid 
enlargement, aneurysm of the thoracic aorta, tuber- 
culosis of the tracheobronchial nodes, and mediastinal 
neoplasm. 

We must consider also parenchymal pulmonary 
diseases. The most important of these are the in- 
flammatory diseases such as pneumonia, tuberculosis, 
and pneumoconiosis. We must consider idiopathic 
pulmonary emphysema, neoplasm of the lung paren- 
chyma or pleura, and things producing external 
pressure, such as pneumothorax or hydrothorax. 

Among circulatory causes for asthmatic-like at- 
tacks, the most common is cardiac decompensation. 

However, I feel that this case is to be explained 
solely on the basis of true asthma. There is a history 
of seasonal asthma present at least since the age of 
27. On this basis alone, I think that we can make 
the diagnosis of atopic asthma. But because status 
asthmaticus is rare in this condition and because 
atopic asthma typically becomes less severe with age, 
I believe we must postulate another disease process 
which is either inflammatory and infectious or which 
is very debilitating. 

It is possible also that the patient’s extrinsic 
asthma—atopic asthma—was complicated by the 
intrinsic type which has numerous causes, including 
somatic and psychic conditions, primary emphysema, 
and neoplasms. It is not possible to rule out most 
of the causes from the information we have. 

However, working on the principle that the 
simplest diagnosis probably is the best, my final 
diagnosis is atopic asthma complicated by some un- 
known disease which is infectious or debilitating. I 
believe that the patient went into shock from anoxia 
which was caused not only by the asthma but also 
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by some other disease which must have been present 
in the thorax. 

Dr. Delp: I'd like to have you state some in- 
fectious diseases that might have existed, or offer us 
a better explanation. 

Miss Shiney: I can’t offer a better explanation. I 
can think of coexisting pneumonia, coexisting tuber- 
culosis, and atelectasis. I can think of any number 
of things it might have been. 

Dr. Delp: Could you offer any metabolic explana- 
tion for a shock state such as this patient had? 

Miss Shiney: It is feasible that the adrenal cortex 
had been depleted. I don’t have any reason for 
thinking it. I know that she was anoxic to the point 
of circulatory collapse, and therefore I feel safer in 
suggesting that her circulatory collapse was due to 
anoxia. 

Dr. Delp: I think you heard Dr. Christianson 
say this patient received oxygen almost continuously 
for a period of 41/, hours. He tried to interrupt it, 
and that did not work. Then he said the patient 
became comatose. Does that suggest anything to 
you? 

Miss Shiney: It is possible that by giving her 
oxygen we removed the only stimulus the respiratory 
system had. Actually, hypoxia stimulates the respira- 
tory system, and oxygen in excess might remove 
one valuable stimulating mechanism with resultant 
slowing of the respiratory rhythm and carbon dioxide 
retention. This situation could result in fatality. 

Dr. Delp: Are there any comments? 

Dr. T. K. Lin (instructor in medicine): Did the 
heart beats stop with the vomiting? 

Dr. Christianson: No, the heart continued for a 
few minutes after the vomiting. 

Dr. Delp: I'd like to alter our routine just a 
little today and have the pathologists tell us what 
they found in this case. We will discuss it further 
after that. 

Does anyone have a diagnosis he would like to 
make now? 

PATHOLOGY REPORT 


Dr. J. K. Frenkel (assistant professor of pathol- 
ogy): When the body was opened, the lungs were 
found to be large and voluminous, filling the chest 
cavity completely, in contrast to the tendency of 
normal lungs to collapse after opening of the chest. 
Although some pleural adhesions were present, 
failure of the lungs to collapse was due principally 
to a large amount of trapped air. 

Sections showed marked diffuse emphysema. The 
trachea and main stem bronchi contained aspirated 
gastric contents. The smaller bronchi contained thick, 
tenacious, yellowish mucoid exudate. 

Microscopically, the presence of a recent purulent 
exudate was confirmed. In the exudate as well as in 
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the bronchiolar mucosa, eosinophile granulocytes 
and mononuclear cells were numerous. Hyalin: 
generation of the basement membrane of the 
bronchial mucosa was present, reaching up to 50 
microns in thickness. 

The clinical diagnosis of chronic bronchial as oma 
was therefore fully confirmed, with a predomir ance 
of emphysematous alveoli and a lack of atelec:asis. 
Some fibrosis of the pulmonary parenchyma was 
present, however. 

The lungs weighed 250 grams on the right and 
220 grams on the left. The heart was slightly en- 


Figure 1. Cross sectional view of adrenal gland showing gen- 
eralized nodularity due to granuloma formation and _ necrosis 
(magnification 4.5x). Shown on Figure 2, an enlargement of 
area near arrow. 


larged (350 grams), the enlargement being equally 
on the right and on the left, and there was no 
clear-cut cor pulmonale. 

The unexpected anatomical findings were in the 
adrenal glands, which showed marked nodularity 
associated with necrosis (Figure 1). Together they 


Figure 2. Low power of area near arrow on Figure 1, show 
ing a group of hyperplastic cortical cells, the only cortical cells 
in this section (center). Granulomatous inflammation is present 
peripherally; necrosis is shown in the left lower corne™ and 
top center. 
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Figure 3. High power view of epithelioid reaction with 
giant cell and necrosis (granulomatous inflammation). 


weighed 15 grams, which is slightly more than 
average. Most of each gland had a granulomatous 
inflammatory process characterized by epithelioid 
cells, formations of tuberculoid giant cells accom- 
panied by necrosis (Figure 3), and the presence 
of acid-fast bacilli. Very little cortical tissue re- 
mained; it appeared hyperplastic, and the cells were 
devoid of lipoid vacuoles (Figure 2). Recent 
tubercles also were present in liver and spleen, 
and a retroperitoneal lymph node showed granulom- 
atous involvement with caseation necrosis. A scarred 
lesion was present in the apex of the left lung, 
suggestive of reinfection type tuberculosis. 

The adrenal lesions appear to be of short dura- 
tion, and necrosis of the adrenal gland probably 
occurred within a matter of weeks or months. We 
might speak here of clinically latent tuberculosis 
of the adrenal glands, since the clinical syndrome of 
Addison’s disease was not apparent, unless the 
events of the last day could be interpreted as an 
Addisonian crisis. However, from secondary endo- 
crine changes, there was evidence of adrenal cortical 
hypofunction. We found almost complete absence of 
the ACTH-secreting basophile cells in the pituitary 
gland. This finding is said to be commonly associated 
with Addison’s disease; its genesis is obscure. A 
decrease in numbers of pituitary basophiles could 
result, after temporary accumulation of hormone 
material, from the dropping out of the target cells 
in the adrenal cortex. 

Another indication of endocrine hypofunction 
was the presence of atrophic ovaries and of a flat and 
telatively aglandular endometrium. This, again, can 
be related to the sparseness of the pituitary basophiles 
which secrete the follicle stimulating hormone as 
well. These findings suggest endocrine hypofunction, 
persisting at least for a short time. Unfortunately, 
there was no history of weight loss, weakness, gas- 
tric irritability, or sensitivity to cold; nor could 
biochemical changes in blood and urine be deter- 
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mined. The patient was moderately obese, indicating 
that adrenocortical deficiency probably was not of 
long standing. There was no thymic enlargement 
(two grams) nor lymphoid hyperplasia, which oc- 
casionally accompany Addison’s disease. 

The occurrence together of bronchial asthma and 
adrenal insufficiency deserves special consideration. 
On one hand, due to adrenal insufficiency, the patient 
might be more sensitive to a stimulus initiating 
bronchial asthma; the attack ensuing thereafter 
might be more severe, due to lack of adrenocortical 
hormone. On the other hand, the stress of bronchial 
asthma and its associated bronchitis would be greater 
with relative adrenal insufficiency and might there- 
fore push the patient into uncompensated adrenal 
insufficiency. We then have a vicious circle—one 
condition aggravating another. 

As for the terminal incident: We mentioned the 
aspiration of gastric secretions which was observed 
at autopsy and corroborated by the history. 


CLINICAL DISCUSSION 


Dr. Delp: In Dr. Frenkel’s remarks there are a 
couple of things we should explore. First of all, I 
think we should try to establish whether or not 
this fits into the definition of status asthmaticus. If 
so, what more successful management could be used ? 

Next, since the obvious destruction and damage to 
the adrenals has been established, I would like to 
hear some discussion as to whether or not there is 
a legitimate adrenal apoplexy or an acute adrenal 
insufficiency that might have a background in such a 
situation as Dr. Frenkel has demonstrated here.. 

I would like to ask Dr. Withers how he might 
have managed this patient if he thinks this clinically 
fits the diagnosis of status asthmaticus. 

Dr. O. R. Withers (associate clinical professor of 


Figure 4. Sinus tachycardia, rate 150. Depression of the S-T 
segments in leads I, II, III, and aVF plus Ve through Vs 
could be associated with tachycardia or shock. 
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medicine): There’s a very interesting thing about 
this case. In the first place, I doubt very much that 
this reaction the patient had in the lungs was a 
seasonal affair. 

That type of individual rarely, if ever, goes into 
status asthmaticus. The history that the patient 
had asthma recurrently, just seasonally, does not 
agree with the pathology report showing very def- 
initely that the asthma was on a chronic basis. And 
the patient had had it for several years, as shown by 
the fibrosis in her lungs. 

Furthermore, I am inclined to believe that the 
adrenal insufficiency she had might have had 
something to do with the acuteness of her last 
attack. 

Now, let’s forget the pathology report. If this 
was due to a seasonal situation, the only thing that 
I think would throw her into an attack like this 
would be that she was extremely sensitive to certain 
allergens. I have seen it happen from aspirin. 

A lot of these people take drugs before they are 
seen—somebody suggests this, and somebody sug- 
gests that. The patient then suffers from the toxic 
effects of drugs or from allergic reactions to drugs. 

The second possibility is that some become 
adrenalin-fast, simulating a status asthmaticus. That 
is 2 broad term which means many things. In 
general, it means that everything you have given 
the patient has failed to cause a return of normal 
respiration. 

In some cases, continuing to give adrenalin causes 
a paroxysm—a paradoxical effect. This could have 
been a factor here. 

We didn’t know about the adrenal gland in- 
sufficiency. As has been brought out, it’s very likely 
that this is a possibility for lowered threshold for 
allergic reaction and also may have caused the attack 
to be more severe. 

Dr. Delp: Dr. Bolinger? 

Dr. Robert E. Bolinger (associate professor of 
medicine): Of course, we can say that this patient 
had adrenal insufficiency at the time the attending 
physician saw her, but probably it would have 
been a little difficult to make that diagnosis. 

In a condition of severe stress, probably it is best 
to assume that the patient has a relative adrenal 
insufficiency, even in the presence of a normal 
adrenal gland. I think that is one situation we must 
consider in the patient in so-called “medical shock.” 
This patient’s terminal phase represents medical 
shock, with the drop in blood pressure and evidence 
of peripheral vascular collapse. 

One thing that must be considered as a pre- 
disposing factor for this situation is a fulminating 
septicemia of some kind. How does a fulminating 
septicemia produce such a picture that frequently 
goes on to pulmonary edema and death? 


One mechanism has been suggested, in the ‘orm 
of adrenal apoplexy. I don’t know that the ‘erm 
“adrenal apoplexy” is particularly apropos. Certainly 
it is possible in a severe stress state, in severe infec- 
tion, for a relative adrenal insufficiency to exist. It 
has been shown that the requirements for cortisone 
during such an infectious stress state may go u» 10 
to 20 fold, probably due to an increased metabc lism 
of cortisone rather than to a lack of produc ion. 
The insufficiency which then results could develop 
even without any disease of the adrenals. This pa- 
tient might have had the same picture without any 
disease in the adrenals. 

The adrenal can be stimulated only to a certain 
point. Thorn and his workers have shown that the 
response of the adrenals to ACTH follows a sigmoid 
type of curve which flattens off at the top; that if 
you give ACTH up to a certain amount, the response 
curve flattens off at the top. So there is a limit 
to the amount of the corticoids which the adrenals 
can put out. I think that when that limit is reached, 
as it frequently is in severe stress states, it would be 
quite reasonable to say that the patient had a relative 
adrenal insufficiency. 

As far as “adrenal apoplexy’? goes—I don’t like 
that term. Apoplexy usually is applied to vascular 
accidents, and I think that if the adrenal were go- 
ing into apoplexy as the result of overstimulation, it 
would do so as the result of our treatment more 
often than not, because we give ACTH in doses 
which far exceed the capacity of the adrenals to 
respond. 

True apoplexy of the adrenals occurs in fulminat- 
ing infections of the Waterhouse-Friderichsen type. 
There are some arguments about how those accidents 
come about. They can be explained on the basis of 
the actual effect of-the infection on the adrenals. 

One point remains in this case. The patient was 
given cortisone intramuscularly some 12 hours after 
admission, and also ACTH, which we can see now 
would not have caused any response. In the patient 
in an acute peripheral vascular collapse state, one 
should use, an intravenous preparation—aqucous 
adrenal cortical extract. It shouldn’t be given in a 
dose of one ampule; you ought to give ten ampules. 
The amount of cortisone contained in 100 cc. is 
very small, but it does have an effect, whereas in- 
tramuscular cortisone probably had no effect within a 
reasonable time limit. 

Dr. Delp: Dr. Frenkel, from those’ sections, do 
you think this patient had a chance to recover, 
providing the asthma could have been controlled? 
Do you think those adrenals would ever have been 
functional again? 

Dr. Frenkel: I doubt that the adrenals could have 
become functional again, since the tuberculous 
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process probably would have destroyed whatever 
adrenal tissue might have regenerated. 

Perhaps a combination of antitubercular therapy 
covered by small replacement doses of cortisone could 
have been tried, had the diagnosis been known. I 
don’t know what would have happened, since the 
tuberculous process would have been accentuated by 
larger doses of cortisone had the patient lived. Such 
large doses might have been necessary initially to 
mairitain life. 

I have just one comment about the effect of in- 
fection on the adrenal in causing ‘adrenal apoplexy.” 
I be'ieve that this is mediated through the pituitary- 
AC1H mechanism, with the infection providing the 
stress. Bacteria probably do not lodge in the adrenal 
glani in the Waterhouse-Friderichsen syndrome. In 
guinea pigs, “apoplexy” can be produced when 
diphtheria toxin is injected. Intense stress, or over- 
adm nistration of ACTH, can cause dissolution of 
adrenocortical cells accompanied by hemorrhage. 
Hence, administration of ACTH to this patient would 
have been useless and might even have precipitated a 
crisis in an adrenal gland already under stress. 

Actual involvement of the adrenal with micro- 
organisms such as the tubercle bacillus, histoplasma, 
torula, toxoplasma, and others is more likely to 
lead to necrosis with karyorrhexis, sometimes as- 
sociated with hemorrhage. 


SUMMARY 


Dr. Delp: Death in a given acute episode of 
bronchial asthma is uncommon but not rare. The 
combination of status asthmaticus with adrenocortical 
destruction due to active tuberculosis surely is 
unusual. 

Cortisone given promptly to this patient might 
well have eliminated the paroxysm of asthma and 
prevented the profound and fatal cardiovascular col- 
lapse state. Long-term management of the patient 
then would have posed another problem. 


FINAL DIAGNOSES 
Primary 

ASTHMA (history of asthma for 15 years and status 
asthmaticus for 6 hours before death). 

CasEOUS TUBERCULOSIS OF BOTH ADRENAL 
GLANps and of retroperitoneal lymph node near in- 
ferior vena cava. 

MULTIPLE TUBERCLES OF LIVER AND SPLEEN. 

Fibrous nodules of periphery of middle lobe of 
right lung and lower lobe of left lung, and fibro- 
caseous tracheobronchial lymph node. 

Fibrous thickening of pleura and calcified sub- 
pleural nodule of apex of upper lobe of left lung. 

Fibrous pleural adhesions of all lobes of both 
lungs. 

Focal subendocardial hemorrhage of left ventricle. 
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Recent surgical wound of left forearm (history of 
exposure of vein for intravenous infusion 2 hours 
before death). 

Multiple recent puncture wounds of both arms 
(history of multiple intravenous and intramuscular 
injections for 4 hours before death). 

Aspiration of gastric contents into trachea and 
main bronchi, recent. 


Accessory 

Arteriosclerosis of aorta and coronary arteries, 
slight. 

Sclerosis of mitral valve, slight. 

Fibrous pericardial adhesions. 

Obesity, moderate (height 62 inches, weight 150 
pounds). 

Fatty metamorphosis of the liver, slight. 

Fatty infiltration of myocardium, slight. 

Chronic gastritis with congestion and focal hem- 
orrhage. 

Chronic salpingitis. 

Fibrous peritoneal adhesions between omentum 
and abdominal wall, liver, spleen, diaphragm, gall- 
bladder, and colon, and between loops of ileum in 
lower abdomen. 

Atrophy of ovaries and uterus. 

Chronic cervicitis. 

Chronic vaginitis. 

Oleogranulomas of the spleen. 

Accessory spleen (1). 
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ORIENTATION CourRSsE AT K.U. 


An orientation course for freshman students at 
the University of Kansas School of Medicine was 
held this year for the first time. The course was 
given on the Lawrence campus during the third 
week of September, prior to the opening of 
regular classes. 

A feature of the course was a banquet held on 
September 16, attended by the entire faculty of 
the medical school, all freshman students, and their 
wives. Speakers for the banquet program were 
Dr. Lucien R. Pyle, Topeka, president of the Kan- 
sas Medical Society, and Mr. Clarence G. Munns, 
Topeka. 


Good public relations for the medical profession 
begins in the office of each individual physician. 
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OSTEOPATHIC PRACTICE RIGHTS 


During the final hours of the 1953 Kansas legisla- 
ture, the following resolution was adopted by both 
houses, and a copy was subsequently sent to this 
office. 


HOUSE CONCURRENT RESOLUTION NO. 29 


A Concurrent Resolution providing for a study, re- 
port and recommendations relating to the practice 
of medicine and osteopathy in this state. 


Be it resolved by the House of Representatives 
of the State of Kansas, the Senate concurring therein: 
The Kansas medical society and the Kansas osteo- 
pathic association are hereby requested to immedi- 
ately proceed to evolve a permanent solution to the 
problems of licensure and practice rights of doctors 
of medicine and doctors of osteopathy in the state 
of Kansas and to present to the 1955 session of 
the Kansas legislature a proposed solution to these 
problems. Said osteopathic association and medical 
society shall have the full cooperation and assistance 
of all the state agencies in carrying on its study and 
in preparing its report. 

Be it further resolved, That enrolled copies of this 
resolution shall be submitted to the chairman and 
secretary of the Kansas medical society and Kansas 
osteopathic association. 

(Adopted by the House and the Senate) 


On Thursday, May 7, the president of the Kansas 
Medical Society read to the House of Delegates the 
following resolution which he had received by mail 
during the annual session. 


RESOLUTION BY THE KANSAS STATE 
OSTEOPATHIC ASSOCIATION 


Whereas, the Kansas State Osteopathic Association 
recognizes the importance of Concurrent Resolution 
No. 29 passed by the 1953 Session of the Kansas 
Legislature relating to the permanent solution to the 
problems of licensure and practice rights of doctors 
of medicine and doctors of osteopathy in the state of 
Kansas, and 


Whereas, the legislative resolution requested the 
Kansas State Osteopathic Association and the Kansas 
Medical Society to proceed to evolve a permanent 
solution to the problems of licensure and practice 
rights of doctors of medicine and doctors of osteop- 
athy in the state of Kansas. 


Be It Therefore Resolved that the Kansas State 
Osteopathic Association pledges itself to full co- 
operation with the Kansas Medical Society and with 
all interested state agencies in working out before 
1955 a plan for permanent solution to the problems 
of licensure and practice rights of doctors of medi- 
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cine and doctors of osteopathy in the state of Kansas 
to be offered to the 1955 session of the Konsas 
Legislature for its study and action. 
Adopted by the Kansas State Osteopathic As ocia- 

tion this 26th day of April, 1953. 

(Signed) Lloyd L. Hall 

Executive Secretary, K. S. ©. A. 
(Corporate Seal of The Kansas State Osteop athic 
Association ) 


After some discussion the House of Deleyates 
decided the basic principles upon which the future 
course of this Society should be directed and then 
authorized the Council to draft a reply. Correspond- 
ence upon this subject was carried on with the 
Council during the summer and, on September 4, 
1953, the following letter was sent by L. R. Pyle, 
M.D., president of the Kansas Medical Society, to 
the president of the Kansas State Osteopathic 
Association. 


REPLY BY THE KANSAS MEDICAL SOCIETY 


E. A. Rindt, D.O., President 
Kansas State Osteopathic Association 
Garlinghouse Building 

Topeka, Kansas 

Dear Doctor Rindt: 

We wish to acknowledge receipt of the resolution 
adopted by the Kansas State Osteopathic Association 
relative to practice privileges in Kansas. This was 
read before the House of Delegates of The Kansas 
Medical Society and discussed at some length. 

If this resolution was correctly interpreted by 
The Kansas Medical Society, we are in accord with 
all portions except in one relatively minor instance 
which, we recognize, was taken from the resolution 
adopted by the Kansas Legislature. This suggests the 
need for a “permanent solution to the problems of 
licensure and practice rights of doctors of med- 

There exist certain statutory problems relative to 
licensing doctors of medicine which result from the 
fact that the medical practice act has not been 
amended substantially during the past 40 years. 
Statutory educational requirements for the practice 
of medicine and surgery are below those currently 
in force on the basis of regulations adopted by the 
Kansas State Board of Medical Registration and 
Examination. Existing standards might well be clas- 
sified into the medical practice act statute but since 
these are already operative under board regulations, 
none of which exact less than the law, we d» not 
believe there is laxity in the present situation. 

The principal difference of opinion betwee: the 
doctors of medicine and the authors of your rsolu- 


tion, as expressed by our House of Delegates, con- - 


cerns the statement that the practice right: of 
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doctors of medicine require a “permanent solution.” 

If a practical and equitable means might be de- 
vised to govern the practice of medicine and surgery 
which would afford adequate protection for the pub- 
lic against unqualified practitioners, then there would 
be no essential disagreement even on this point. 

We are sure your association will agree that laws 
governing the practice of the healing arts exist for 
no purpose other than for the protection of the 
pubiic. Certainly they should never operate for the 
bencfit of any individual or group of practitioners. 
It is the opinion of The Kansas Medical Society 
that present statutes and regulations governing the 
prac'ice of medicine and surgery in Kansas currently 
serv: to offer protection for the public against in- 
adesuate and unskilled practitioners in these fields. 
While never eradicating the variation of talents and 
abil ties, nevertheless they provide a minimum stand- 
ard of educational experience. In the public interest 
we would not oppose any better way for raising 
statutory standards applicable to all healing groups 
and certainly no sincere association could conscien- 
tiously advocate lowering this protection. 

During the many years osteopathy held to the 
beliefs of its founder and decried the use of drugs 
and the practice of operative surgery in the practice 
of healing, there was relatively little problem between 
our two professions as to the rights of practice. The 
controversy arose in recent years after the original 
concepts of osteopathy were discarded and osteopathic 
physicians began to want to use drugs and to practice 
operative surgery. . 

At that time the medical profession declared that 
educational requirements of the schools of osteopathy 
should be equivalent to those of medicine before 
their graduates might be licensed to practice in med- 
icine and surgery. That continues to be the position 
of our society today. 

We are certain you recognize the incongruity of 
adopting separate laws containing conflicting require- 
ments to cover one subject. We are also certain that 
your association agrees with us that the highest ed- 
ucational standards must be maintained for public 
protection. Therefore, we endorse the principles ex- 
pressed in the resolution you sent to us. 

Press releases, especially your personal statement, 
as president of the Kansas State Osteopathic Associa- 
tion, arising out of your recent meeting in Kansas 
City, were of particular interest. Your remark that 
osteopathy would ‘‘settle for nothing less than un- 
limited practice rights. . . .” represents, we believe, 
a definite progressive step on the part of your associa- 
tion. We welcome this expression because we have 
always believed that any profession desiring to prac- 
tice medicine and surgery should educationally 
qualify its members through basic and other train- 
ing to engage in any phase of that practice. 
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The Kansas State Osteopathic Association has 
long contended that osteopathic educational require- 
ments equaled those of the medical profession. The 
special resolution passed by the 1953 Kansas Legisla- 
ture affords you the assistance of Kansas facilities 
in establishing the educational qualifications of your 
schools. As you know, it has long been our opinion 
that only after satisfactory evidence has been pre- 
sented as to osteopathic educational standards in the 
fields of medicine and operative surgery could the 
State of Kansas justify the extension of such prac- 
tice privileges to the members of your profession. 
We hope this is what you have in mind and, 
if so, we shall be happy to offer you assistance 
and to pledge our co-operation toward the end 
that such an evaluation may be accomplished speedily 
and in a fair and efficient manner. 

Because of our sincere interest in a fair solution 
to your problems, we welcome the opportunity afford- 
ed the osteopathic profession in Kansas to present 
evidence in support of your position. We shall strive, 
as always, to prevent a compromise on standards of 
health care but if that question can be resolved as 
you apparently believe it can be, then I feel certain 
that no other important barrier to complete agree- 
ment between our associations will remain. 
Sincerely, 

Lucien R. Pyle, M.D. 
President 


OKLAHOMA City CLINICAL SOCIETY 


The Oklahoma City Clinical Society, which had 
its beginning in 1930, will open its 23rd annual 
four-day conference on October 26. A large at- 
tendance is expected since Oklahoma City, centrally 
located and easily accessible, is rated third in the 
nation as a convention city. 

The program of postgraduate instruction will in- 
clude lectures and discussions by 16 distinguished 
guest speakers from medical and teaching centers 
throughout the nation, in addition to presentations 
by Oklahoma physicians. Dr. Edward J. McCormick, 
president of the American Medical Association, will 
speak at a banquet meeting on October 26. There 
will also be daily luncheon round table sessions and 
a clinical pathologic conference. Entertainment will 
include dinner meetings, a dinner dance, and a 
stag smoker. 

A complete list of speakers taking part in the 
program appeared in an advertisement on Page 
450 of the September issue of the JOURNAL. 

All physicians who are members of their respective 
county medical societies are invited to attend. A 
registration fee of $20 will be charged, covering 
all features of the program. 
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| ACTIVITIES OF MEMBERS 


Dr. William T. Sirridge, Kansas City, recently 
reported for duty with the Army Medical Corps. 
Commissioned as a captain, Dr. Sirridge is sta- 
tioned at Fort Riley and is expecting to serve for 
a period of two years. 


Dr. George B. Morrison, who has been practicing 
in Wichita since 1928, has announced his retire- 
ment from active practice, effective September 15. 
He plans to move to Nevada, Missouri. 


Dr. Laurence G. Heins, Dr. Kenneth E. Conklin, 
and Dr. Laurel G. Case were three of eight who 
contributed toward the purchase of a McKesson 
anesthetic unit for the Dickinson County Memorial 
Hospital, Abilene. All are members of the Dickin- 
son County Medical Society. 


Dr. Grace Ketterman, who received an award as 
an outstanding intern at Menorah Hospital, Kansas 
City, Missouri, when she completed her work there 
recently, has accepted a position as assistant director 
of public health in Kansas City, Kansas. 


Dr. Paul H. Wedin, Wichita, recently completed 
a two-months course in cardiac surgery at the Hahne- 
mann Clinic, Philadelphia. 


Dr. Orville S. Walters, who has been practicing 
in McPherson for the past eight years, has begun 
a two-year course as a fellow in the Menninger 
School of Psychiatry, Topeka. During his absence 
his practice in McPherson is being cared for by Dr. 
W. P. Hibbett. 


Dr. D. V. Conwell and Dr. C. J. Kurth, Wichita, 
are co-authors of a paper, ‘Treatment of Mental 
Disorders in the Geriatrics Patient,” published in 
the June issue of the Journal of the American Geriat- 
rics Society. Dr. Conwell recently became a fellow of 
the American Psychiatric Society. 


Dr. Arthur J. Revell, Topeka, was appointed last 
month to the Topeka-Shawnee County Advisory 
Board of Health to replace Dr. Ernest H. Decker, 
who resigned. 


Dr. Charles H. Miller, Parsons, became a fellow 
of the International College of Surgeons at a 
meeting held in New York City last month. 


Dr. Herbert C. Miller, chairman of the depart- 
ment of pediatrics at the University of Kansas 


Medical Center, was recently appointed to an ad- 
visory committee to serve the Kansas Counc’! for 
Children and Youth, under the jurisdiction cf the 
State Department of Social Welfare. 


Dr. Andre Baude, Topeka, received worc last 
month that he had been named Kansas represet: ative 
on the advisory board of the American Trudeau 
Society. 


Dr. Joseph A. Budetti, Wichita, has been n.med 
an honorary member of the Tokyo chapter o/ the 
Otorhinolaryngological Society of Japan. 


Dr. Alfred O’Donnell, Ellsworth, received « 50- 
year Masonic emblem at a meeting held in Ellsworth 
in August. 


Dr. William J. Reals, Wichita, has been awarded 
a commendation ribbon by the U. S. Air Force for 
his aid in expanding medical services and in estab- 
lishing a medical laboratory at the Sheppard Air 
Force Base, Wichita Falls, Texas. 


Dr. William C. Menninger, Topeka, spoke on 
“Improving Understanding and Productivity through 
Human Relations” before the annual meeting of the 
National Association of Food Chains on September 
29 at Chicago. 


Dr. David L. Traylor, Emporia, gave the address 
to the graduating class at Newman Hospital School 
of Nursing, Emporia, last month. 


Dr. A. M. Chegner, Hays, has completed a 
course of study in the use of radioactive isotopes 
and is now approved by the Atomic Energy Com- 
mission for using such isotopes at Hadley Hospital, 
Hays. 


Dr. Frederic O. Epp, who has been practicing 
in Augusta for the past five years, has announced 
plans to open an office in Wichita about October 1. 


Dr. Benjamin M. Matassarin, Wichita, was guest 
speaker at the September meeting of the Sedgwick 
County Medical Assistants’ Society. 


STATUS OF GRIEVANCE COMMITTEES 


A detailed report on county medical society stiev- 
ance committees has been prepared by the A M.A. 
Council on Medical Service to outline the organiza- 
tion, functions, and operations of 198 mediation 
committees throughout the country. In the study, 
societies were divided into groups according to 
size. Copies-of the report are available from the 
Council on Medical Service. 
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PEDIATRIC SOCIETY ORGANIZED 


Thirty-five Kansas physicians became charter 
members of the Kansas State Pediatric Society at 
an organization meeting held at Emporia on Sep- 
tember 19. Dr. Frank L. Menehan, Wichita, was 
elected president of the group. Dr. B. I. Krehbiel, 
Topeka, was chosen as vice-president, and Dr. 
Dav'l R. Davis, Emporia, was named secretary- 
treas.rer. 

A postgraduate course for pediatricians was the 
feature of the day-long program. Dr. Harold Palmer 
of Children’s Hospital, Denver, presented two 
pape’s, “Hematologic Problems in Pediatric Prac- 
tice’ and “Jaundice in the Neonatal Period,” and 
answered questions at a round table luncheon ses- 
sion. A social hour and banquet followed the sci- 
entific and business sessions. 


°SYCHIATRIC CONFERENCE IN TOPEKA 


One of the 1953 regional conferences of the 
American Psychiatric Association will be held at the 
Menninger Foundation, Topeka, October 23 and 24, 
under the joint sponsorship of the Menninger 
Foundation and the University of Kansas School of 
Med ‘cine. 

Although the general theme to be covered is the 
treatment of psychiatric patients, special attention 
will be given methods for determining the effective- 
ness of various kinds of treatment. 

Scheduled to present papers at the conference 
are Dr. Jules H. Masserman, Chicago, widely known 
for his work in experimental neurosis; Dr. James 
G. Miller, chairman of the Department of Psychol- 
ogy at the University of Chicago; Dr. George 
A. Ulett, associate professor of psychiatry at Wash- 
ington University; Dr. Abram Hoffer, director of 
psychiatric research in the province of Saskatchewan ; 
Dr. D. Louis Steinberg, superintendent of Elgin 
State Hospital, Illinois, and Dr. Karl A. Menninger, 
chief of staff of the Menninger Foundation. Dr. 
John Benjamin, Denver, will bring the meeting to 
an end with a summary and critique of the papers 
and discussions. 

Distinguished research workers from universities 
and hospitals in the region will act as discussants, 
and the Topeka Psychoanalytic Society is joining the 
conference on the second day. 


LICENSED PRACTICAL Nurses 


A practical plan to provide trained personnel for 
caring for the sick was inaugurated at the University 
of Kansas Medical Center with the establishment of 
the Florence Cook Department of Practical Nurse 
Education. Forty-two students have been graduated 
from the new one-year course. 

A practical nurse is defined as a person trained 


to care for mothers and new babies, convalescent 
patients, people suffering from the infirmities of 
old age, and others with chronic or light illnesses 
who do not require highly specialized treatments. 
She is also prepared to assist a professional nurse 
in the care of more acutely ill patients. 

The practical nurse works under the direction of 
a doctor or professional nurse either in a home, hos- 
pital, or other institution, or public health agency. 
Her course of study includes less science and tech- 
nical detail than that of a professional nurse and 
takes less time. The two types of nurses wear dif- 
ferent insignia. 

Qualifications for entrance to the school are de- 
signed to include young women who are interested 
in nursing as a career but are not scholastically cap- 
able of becoming registered nurses and more mature 
women seeking a profession that offers financial 
security without the expenditure of a great amount 
of time and money. 

The course is open to women 18 years of age 
and older. Those under 25 must have had at least 
two years of high school; older candidates may 
qualify with an eighth grade education. All must be 
in good health and must possess desirable personal 
traits. 

During the first three months, the course consists 
of discussions, demonstrations, and practice in nurs- 
ing and homemaking. The second quarter is devoted 
to basic hospital experience in medical and surgical 
nursing and dietetics. The last six months include 
experience in pediatrics, obstetrics, and nursing in 
the home. Work in small hospitals is arranged for 
students who can leave Kansas City for that period. 
A graduate receives a certificate from the University 
of Kansas and is eligible to take an examination for 
licensing as a practical nurse. 

Graduates have little difficulty in finding employ- 
ment. Frequent requests for their services are re- 
ceived from hospitals, nursing homes, visiting nurse 
associations, and doctors. 

Complete information on the course will be sup- 
plied by Mabel S. Campbell, R.N., Director, Flor- 
ence Cook Department of Practical Nurse Education, 
University of Kansas Medical Center, Kansas City 3, 
Kansas. 


PuBLIC RELATIONS CONFERENCE 


The A.M.A.’s sixth annual public relations con- 
ference will be held on Monday, November 30, the 
day before the opening of the A.M.A. clinical 
session, at the Jefferson Hotel, St. Louis. The pro- 
gram will be geared primarily for physicians. Among 
those invited are members of the A.M.A. House of 
Delegates, officers of state and county medical soci- 
eties, executive secretaries, and public relations per- 
sonnel. 
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Chloramphenicol (Chloromycetin®), a new broad 
spectrum antibiotic, has traveled a turbulent course 
in the brief three or four years it has been in use. 
Once hailed as one of the most efficacious of the 
wonder drugs, the rationale for its use is now ques- 
tioned by many physicians. The drug manufacturer 
insists that physicians are making “much ado about 
nothing,” and continues to laud his product. Medi- 
cal journals, on the other hand, have carried a num- 
ber of articles warning of danger in the use of this 
drug. The physician in the middle of this turmoil is 
left with many doubts as to the validity of either 
of these views. In the following pages I will at- 
tempt to correlate the present views on this subject, 
hoping in the process not to confuse the issue 
further. 

HISTORICAL 


In late 1947 reports began to appear in the litera- 
ture concerning a new antibiotic obtained from the 
fermentation products of the mold Streptomyces 
venezualae. This drug, chloramphenicol, was found 
to be effective, in vitro, against such organisms as 
B. abortus, Myco. tuberculosis, Salmonella, Shigella, 
E. coli, and Staph aureus.* Later studies in chick 
embryos and mice demonstrated definite activity 
against rickettsia with no apparent toxic symptoms.?5 
As a result of in vivo experiments in dogs, this drug 
was found to have most marked activity against 
rickettsia and gram negative organisms. The only 
toxic activity noted was a reversible anemia in dogs 
following parenteral administration.28 

Following in vivo studies in man, it was found 
to be most effective against rickettsial diseases, having 
some slight anti-viral activity, but in comparison to 
other antibiotics it was preferred against only one 
organism, typhoid.2* At that time no toxic symp- 
toms were noted in man, although several authors 
had noted a slight transient leucopenia in patients 
being treated, the leucopenia clearing up following 
the discontinuation of the medication.1%27 By early 
1949, 90 per cent of the drug used was being pro- 
duced by chemical synthesis, and no appreciable 
difference was found in the action or safety of this 
new compound.!3 


* This is one of 11 senior theses selected for publication by 
the Editorial Board from a group of 15 judged the best by the 
faculty of the University of Kansas School of Medicine. 

** Thesis written while the author was a senior student. 
Dr. Danemann is now interning at Michael Reese Hospital, 
Chicago, Illinois. 


An Evaluation of the Toxicity of Chlorampheniccl* 


Hershel A. Danemann, M.D.** 
Chicago, Illinois 
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In August, 1949, certification of chloramp> enicol 
was initiated by an amendment to the Federal ood, 
Drug, and Cosmetic Act. The evidence at thz' date 
indicated a low incidence of side effects and none 
of serious nature.13 Soon afterwards, various a::thors 
began to report the results of experiments involving 
chloramphenicol administration in normal p-ople. 
For all intents and purposes, these series showe:' that 
the drug caused no serious toxic effects.!17 Yow. 
ever, certain minor toxic manifestations were oted 


and these are mentioned below. 


ORAL AND GASTROINTESTINAL COMPLICATIONS 


Williams*® studied 200 patients receiving chlor- 
amphenicol. Six per cent showed oral or pharyngeal 
reactions manifested by glossitis and black tongue, 
stomatitis, pharyngitis, or infection of the south 
and throat by Monilia. The soreness of the mouth, 
tongue, and pharynx began on the fourth to sixth 
day of therapy. Monilia infection was found in five 
patients, and black tongue in four. It was noted that 
the most severe reactions occurred in patients re- 
ceiving other antibiotics in addition to chlorampheni- 
col. There appeared to be no relationship of the dose 
of the medication to the severity of the reaction. 

Tomaszewski et al.,31 however, in a series of 70 
patients treated with chloramphenicol, felt these ef- 
fects were seen more often in patients treated for 
a longer time and with large doses. His patients 
received a few grams to 96 Gm. (average 32 Gm.). 
He reported dry mouth in 40 per cent, denuded 
tongue in 52 per cent, flatulence in 34 per cent, 
nausea in 17 per cent, red oral mucous membranes 
in 17 per cent, vaginal irritation in 17 per cent, 
and rectal irritation in 13 per cent. The tongue le- 
sions were due to disappearance of the normal bac- 
terial flora with replacement by the fungus Candida 
albicans. More marked reactions were noted in 
women and in cases previously treated with penicillin 
and streptomycin. 

Harris,® in a series of 46 patients, recorded the 
results of careful observations over a period of one 
year. His cases received an average of 25 Gm. in 10 
days. Several patients received two to four courses of 
treatment. He also noted a preponderance of sastro- 
intestinal reactions in women as compared to men 
(3:1). This was attributed to “hormone activity 
through interference with enzyme systems.”’ }/ausea 
and vomiting were seldom encountered. Mil diat- 
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Control of Gastric Motility and Spasticity 
in Peptic Ulcer with Banthine® 


“The need! for suppressing gastric 
motility and spastic states is... 
fundamental in peptic ulcer ther- 
apy. Since the cholinergic nerves 
are motor and secretory to the 
stomach and motor to the intes- 
tines, agents capable of blocking 
cholinergic nerve stimulation are 
teonmentls used. to lessen motor 
activity and hypermotility.” 


Banthine? “‘has dual effectiveness; it 
inhibits acetylcholine liberated at 
the postganglionic parasympa- 
thetic nerve endings and it blocks 
acetylcholine transmission 
through autonomic ganglia.” 


It has been shown! to diminish gastric 
motility and secretion significantly as 
well as intestinal and colonic motility. 


The usual schedule of administration 
in peptic ulcer is 50 to 100 mg. every 
six hours, day and night, with subse- 
quent adjustment to the patient’s needs 
and tolerance. After the ulcer is healed, 
maintenance therapy, approximately 
half of the therapeutic dosage, should 
be continued for reasonable assurance 
of nonrecurrence. 

Banthine® (brand of methantheline 
bromide) is supplied in: Banthine am- 
puls, 50 mg.—Banthine tablets, 50 mg. 

It is accepted by the Council on 
Pharmacy and Chemistry of the Amer- 
ican Medical Association. 


1. Zupko, A. G.: Pharmacology and the General 
Practitioner, GP 7:55 (March) 1953. 


2. McHardy, G. G., and Others: Clinical Evaluation 
of Methantheline (Banthine) Bromide in Gastro- 
enterology, J.A.M.A. 147:1620 (Dec. 22) 1951. 
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thea was present early in the course of treatment in 
a small per cent of the cases. This lasted for a day 
or two and was then followed by constipation. 
Capricious appetite and odorless stools were also 
noted. 

Catnazaro et al.! reported the occurrence of a low 
salt syndrome in a cardiac on 1.5 Gm. salt a day. 
The patient received a total of 21 Gm. chloramphen- 
icol over a period of 10 days, and the resultant diar- 
thea precipitated the low salt syndrome. Reiner et 
al.2° reported the occurrence of pseudomembranous 
colitis in two patients receiving chloramphenicol. 


DERMATOLOGIC COMPLICATIONS 


As compared to other antibiotics, chloramphen- 
icol shows relatively few cases of acquired contact 
sensitivity. Robinson et al.*4 treated 70 patients hav- 
ing various pyodermas with 1 per cent chloramphen- 
icol cream and reported only two cases of skin 
sensitivity. Newman et al.18 treated 126 patients 
having pyogenic dermatoses with chloramphenicol 
cream (oil in water) and reported only one case of 
sensitivity. The cream was also used as a prophylactic 
dressing after removal of skin tumors in 100 patients, 
and there was no instance of contact dermatitis. No 
skin complications have been reported as a result of 
oral administration. 


NEUROLOGIC COMPLICATIONS 


Wallenstein*? reported a neurotoxic reaction in a 
24-year-old female treated continuously for ulcerative 
colitis. The patient developed bilateral optic neuritis, 
severe peripheral neuritis, and a severe leucopenia 
which cleared up following discontinuation of the 
drug and supportive treatment. Mental symptoms 
were reported in four patients being treated for 
pneumonia.*7 These consisted of mild depression in 
two cases, “dazed feeling’ in one case, and con- 
fusion in one case. Smadel?® reported a transient 
mild euphoria in several patients being treated for 
infectious diseases. 


HEMATOLOGIC COMPLICATIONS 


Judging from the above reports, and from a review 
of the literature published following the certification 
of chloramphenicol, it would seem that this drug was 
relatively safe and highly efficacious in comparison 
with other current broad spectrum antibiotics. In 
eatly 1950, however, reports were published con- 
cerning the role of chloramphenicol as an etiologic 
agent in the development of certain blood dyscrasias. 
The first few cases reported concerned the develop- 
ment of severe reversible leucopenias in patients 
receiving chloramphenicol therapeutically, usually in 
severe infections.*:19.23.33 In most of these cases, no 
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other drugs were being given that might be thought 
to cause hematologic changes, and thus the evidence 
was mostly circumstantial. 

However, to some observers, such a toxic man- 
ifestation was not too surprising. Shortly aftcr its 
introduction, at least one observer, Smadel,?* -alled 
attention to the nitrobenzene radical in the drvz and 
warned of its possible toxic action on the >lood 
forming organs. Smadel,?7 in 1948, reportec leu- 
copenia and reduction in hemoglobin in a typhus 
patient being treated with chloramphenicol. ‘ow. 
ever, the white count returned to normal while the 
patient was still on therapy, and the changes seen 
were thought due to the disease. 

Volini et al.,32 in 1950, reported on their experi- 
ence with three patients who were receiving chlor- 
amphenicol in therapeutic doses. A severe reveisible 
granulopenia appeared in the blood and a granulocyte 
hypoplasia, with both erythroid and granulocyte 
maturation arrest, in the marrow. 

Johnson et al.,!2 in 1950, reported on three 
patients with lupus erythematosus disseminatus being 
treated with chloramphenicol. In two, the existing 
anemia became greater during treatment. Erslev® re- 
cently reported similar instances of reversible 
erythrocyte and leucocyte depression in two patients 
being treated for Salmonella infection. One patient 
received a total of 155.5 Gm. in 50 days, and the 
other 66.5 Gm. in 24 days. Both patients, however, 
received other drugs before and during therapy. 
Anemia, leucopenia, hypoplasia of the erythropoietic 
marrow, and myeloid arrest at the metamyelocytic 
stage were observed. 

In December 1950, Rich, Ritterhoff, and Hoff- 
man*? reported a case of fatal aplastic anemia in an 
elderly male patient who received chloramphenicol 
for a chronic renal infection three months prior to 
his death. Since that date, approximately 28 cases 
of fatal aplastic anemia have been reported in which 
chloramphenicol has been indicated as the causative 
factor. 2,3,7,8,10,16,21,22,29,30,34,36 

Hargraves, Mills, and Heck™8 have reported the 
largest single series with reasonably adequate lab- 
oratory and physical studies. In all cases, the bone 
marrow showed a decrease in myeloid and erythroid 
elements and a decrease to absence of megakaryocytes. 
The most common presenting sign was either pur- 
pura or petechia. In most cases, the onset of 
symptoms occurred a few months to a year following 
the first dose of the drug. However, in some cases, 
the time between the first ingestion of the drug and 
the onset of symptoms could be measured in hours 
rather than days. 

No correlation has been possible between cosage 
of the drug and severity of symptoms. In some cases, 
the hypoplastic process following the intake of only 
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v4 the 44 uses for short-acting N E M B U TA ty 


44 PATIENTS? Just look in the picture above. You'll find them all. And 
with every NEMBUTAL patient, with every NEMBUTAL use, these are the 
facts that you’ll find the same: 


1. Short-acting NEMBUTAL (Pentobarbital, Abbott) can produce any 
desired degree of cerebral depression—from mild sedation to 
deep hypnosis. 

2. The dosage required is small—only about one-half that of many 
other barbiturates. 


3. There’s less drug to be inactivated, shorter duration of effect, wide 
margin of safety and little tendency toward morning-after hangover. 


4. In equal oral doses, no other barbiturate combines quicker, briefer, 
more profound effect. 


; All are sound enough reasons for your prescription to call for 
“ae short-acting NEMBUTAL. How many uses have you tried? Obbott 
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a few grams was of much greater severity than that 
noted where massive amounts had been ingested 
prior to onset of symptoms. The anemic process has 
been seen to follow single courses of the drug. How- 
ever, some patients have undergone intermittent 
medication without ill effect, only to develop the 
hypoplasia following subsequent courses of treat- 
ment. In general, the patients underwent a similar 
downhill course as regards both physical and lab- 
oratory findings. 

As with other aplastic anemias, no effective 
method of treatment has been found. Both corticotro- 
pin and cortisone have been used with little benefit. 
Death, in most cases, occurred as a result of uncon- 
trollable hemorrhage or overwhelming infection. 

In the latter part of 1952, Lewis et al.,13 of the 
Federal Security Agency, conducted a special survey 
on chloramphenicol and other drugs in relation to 
blood dyscrasias. In all, 44 cases of aplastic anemia 
were tabulated in which chloramphenicol could be 
said to be the only agent present to account for the 
dyscrasia. Of these, 23 died due to the hypoplastic 
process. Of interest was the observation that the dis- 
tribution by sex showed females to predominate over 
males by nearly 3:1. 

The incidence of reported cases among Negroes 
was found to be infrequent. Distribution by age 
showed that all age groups were represented. ‘The 
dosage regimen appeared to have little or no bearing 
on the development of the dyscrasia.” The authors 
commented on the high incidence of multiple, in- 
termittent, and prolonged administration as opposed 
to single courses of the drug in the cases reported. 
The authors further said, “It cannot be stated cat- 
egorically that the incidence of blood dyscrasias has 
increased since chloramphenicol became available.” 
As a result of this survey, the Food and Drug 
Administration directed the drug manufacturer to in- 
dicate, by label, that chloramphenicol might be 
associated with blood dyscrasias. 


ETIOLOGY 


That chloramphenicol, in certain susceptible 
individuals, causes undesirable side reactions cannot 
be questioned. Reactions manifested in the blood- 
forming tissues are the most important. The question 
now arises as to the mechanism responsible for these 
hemopoietic changes. Several theories have been pro- 
posed to explain this phenomenon. 

First of all, it may be theorized that more than one 
type of hemotoxic reaction has been reported. In the 
earlier cases discussed in the literature, reversible 
leucopenia and erythropoietic depression were de- 
scribed. Later, a series of cases of fatal aplastic ane- 
mia were reported. 
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Are there two distinct types of reactions, or two 
different phases of the same process? In favor of 
the latter, it may be noted that the reversible changes 
were found early in the course of those patients upon 
whom routine blood counts were being run during 
the treatment period. In comparison, many of the 
cases of fatal aplastic anemia had no routine counts 
during therapy. However, many of the latter had 
adequate blood studies performed during the treat- 
ment period, only to succumb to anemia months later. 
Also, some patients received only small amounts of 
the drug, but nevertheless developed a fatal aplastic 
anemia within a short time following the onset of 
treatment.3¢ 

One author®® suggests the possibility of two types 
of hematologic reactions. One is a transient depres- 
sion of the formed elements of the blood involving 
the red cells, white cells, and platelets, occurring 
rarely in those patients receiving very large doses, or 
in those with renal insufficiency. In these patients, 
the blood returns to normal when the drug is 
stopped. The other is a true aplastic anemia occurring 
in people who had previously received one or more 
courses of the drug without serious effect. When the 
drug was subsequently administered, even in small 
doses, a severe blood abnormality appeared. 

Unfortunately, this theory does not explain the 
cases of fatal aplastic anemia occurring following a 
single course of therapy. Also, as stated before, it has 
not been proved that high doses or prolonged 
administration of the drug are related to bone mar- 
row depression. 

Several authors*:2® have suggested an allergic or 
sensitivity mechanism as being responsible. This 
theory is similar, in part, to one previously men- 
tioned in that it refers to the uneventful administra- 
tion of one or several courses of treatment, followed 
by a subsequent course in which the patient succumbs 
to an aplastic process. Lewis et al.13 found a history 
of allergy in only 20 per cent of their cases of 
aplastic anemia associated with chloramphenicol. 
They stated, however, “In the ultimate explanation 
of the phenomenon leading to development of blood 
dyscrasias in the patient receiving chloramphenicol 
and other drug therapy, it is anticipated that 
hypersensitiveness may play a role.” 

The benzene ring structure of chloramphenicol has 
been held responsible by some authors.**+*’.3° If 
this were true, one would expect to see.a greater cor- 
relation between time and dosage schedules. Smiley 
et al.,29 however, state that in benzol poisoning the 
drug is usually given intermittently and dosage has 
no significance, as with chloramphenicol. Sturgeon*” 
recalls that in some dyscrasias secondary to benzol, 
the anemia may appear a few weeks or many yeafs 
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YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 
standards of the time, were conspicuous for success. 

Twenty-five years ago experience had bet- 
tered the methods. Today with the advantages of collateral medicine, 
treatment is markedly further improved. 

The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy and 
massage speed physical and emotional re-education. Cooperation 
with referring physicians. Write or phone. 


The | 


SANITARIUM 


Ostablished 18907 


Ralph Emerson Duncan, M.D. 
DIRECTOR 


529 HIGHLAND AVENUE @ KANSAS CITY 6, MISSOURI 


Telephone Victor 3624 
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following exposure, or it may not be discovered until 
many years afterward at the onset of an infection. 

Since the drug is produced both by chemical 
synthesis and by fermentation, the possibility of a 
hemotoxic impurity in one preparation, but not in 
the other, has been speculated.1 Since its certification, 
90 per cent of the drug has been synthetically 
produced. Lewis et al.1% stated, “Despite the fact 
that previous and current studies have offered no 
basis for this assumption, controlled studies to clarify 
this point are now in progress.” 

Wilson et al.84 assuming the changes occurring 
are due to the influence of the benzene ring, sug- 
gested that the following alterations be looked for 
in the peripheral blood of a patient under chlor- 
amphenicol therapy: (1) early evidence of stimula- 
tion of the various myeloid elements, i.e., rise in 
red or white cell count; (2) increase in cosinophiles ; 
(3) reduction in granulocytes; (4) reduction in 
thrombocytes; (5) decrease in erythrocytes. They 
proposed routine blood cell counts twice weekly 
during therapy to discover toxic changes. 

Heck,1! however, stated that routine blood counts 
are of little value due to the longevity of the cellular 
elements of the blood. This tends to mask the under- 
lying aplastic process, so bone marrow studies were 
suggested as the only means of revealing the true 
status of the hemopoietic system. Heck further com- 
mented that doing routine blood counts, as suggested 
by the manufacturer, cannot be effective since the 
changes in the blood do not develop as an acute 
reaction, but frequently occur late after recovery from 
the infection for which the drug was given. 

Ley'* noted a fall in the reticulocyte count in a 
patient receiving chloramphenicol. He suggested that 
reticulocyte studies might be more indicative of the 
condition of the bone marrow than peripheral blood 
counts. Erslev® reported, in one patient recovering 
from hemopoietic depression due to chloramphenicol, 
that there was a definite reticulocyte response herald- 
ing the return of the marrow to normal. 


DISCUSSION 


Chloramphenicol, a new broad spectrum antibiotic, 
has been shown to have merit in certain infectious 
diseases in which other antibiotics are relatively in- 
effective. A review of the toxicity of this drug shows 
that, on the whole, these undesirable reactions are 
minimal in occurrence. Chloramphenicol cream as a 
surface medication has been shown to cause prac- 
tically no allergic reactions. However, a relationship 
between this drug and certain blood dyscrasias has 
definitely been established. The most serious of 
these dyscrasias is aplastic anemia. In the cases 
reported, the mortality has been almost 100 per cent. 
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The mechanism by which this drug causes hypo lasia 
of bone marrow is not known. 

The most popular school of thought as t» the 
etiology of this mechanism involves a two-fold proc- 
ess: (1) A direct toxic effect of the drug 0» the 
bone marrow of certain susceptible individuals. This 
is thought to be related to the benzene ring strv-cture 
of chloramphenicol. It is ‘thought to be reve:sible 
following withdrawal of the drug. (2) An alergic 
or hypersensitivity mechanism as a result of int«rmit- 
tent use of the drug. This process is irreversible and 
fatal. 

This theory does not explain all the hematclogic 
phenomena seen. No tests have been devised to de- 
termine whether an individual is susceptible to the 
toxic action of the drug. Routine blood counts during 
therapy, as suggested by the manufacturer, are not 
thought to be of any avail since the longevity of 
the cellular elements of the blood would mask the 
underlying aplastic process. However, the counts 
would be of value in preventing cases of reversible 
cellular depression. 

In all fairness to the manufacturer, it must be ad- 
mitted that the evidence is mostly circumstantial. 
Parke, Davis and Company, in a recent publication, 
estimated that approximately 8,000,000 people have 
taken therapeutic courses of at least 10 Gm. of 
chloramphenicol since its certification. They further 
point out that the mortality rates for aplastic anemia 
in this country have not increased in recent years in 
spite of the introduction of chloramphenicol. How- 
ever, they fail to recognize the case histories of 
patients wherein this drug has played such an obvious 
part in the development of the aplastic process. 

As has been proposed by many authors, the use 
of chloramphenicol, indeed, the use of any drug, 
should be based on a “calculated risk,” that is, the 
mortality of the disease process should be weighed 
against the toxicity of the therapeutic agent. Chlor- 
amphenicol has usefulness in certain infectious 
diseases where other antibiotics are of no avail. How- 
ever, as Heck! suggests, ‘Chloramphenicol should 
not be used if there are other antibiotics with the 
same general effect.” 


CONCLUSIONS AND SUMMARY 


1. The toxic manifestations of chloramphenicol 
have been reviewed. 

2. The most important reaction teported involves 
the part played by this drug in certain blood 
dyscrasias, namely aplastic anemia. This has been 
shown to necessitate a careful evaluation of the 
criteria calling for the use of chloramphenicol in 
infectious diseases. 

3. Since the exact causative mechanism of the 
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(HYDROCORTISONE, MERCK) 


offers definite 
therapeutic 
advantages 


1 
HYDROCORTONE is a natural and prin- 
cipal anti-inflammatory adrenocortical 
steroid. 

2 
HYDROCORTONE Tablets produce the same 
therapeutic results as cortisone, and in 
smaller dosage. 

3 


HYDROCORTONE Tablets generally may be 
administered in a dosage two-thirds that of 
cortisone. 

4 
HYDROCORTONE Tablets recently were 
drastically reduced in price. Cost of therapy 
now is substantially the same as with 


cortisone. 
Literature on request 


OCTOBER, 1953 


" 


Primary Sites of 
Pathology and Indications 


1, EYE—Inflammatory eye disease. 2. NOSE 
—Intractable hay fever. 3. LARYNX— 
Laryngeal edema (allergic). 4. BRONCHI 
—Intractable bronchial asthma. 5. LUNG 
—Sarcoidosis. 6. HEART—Acute rheumatic 
fever with carditis. 7. BONES, JOINTS, AND 
BURSAE—Osteoarthritis; Rheumatoid arth- 
ritis; Rheumatoid spondylitis; Acute gouty 
arthritis; Still’s disease; Psoriatic arthritis; 
Bursitis. 8. SKIN AND CONNECTIVE TISSUE 
—Pemphigus; Disseminated lupus erythe- 
matosus; Scleroderma (early); Dermatomy- 
ositis; Atopic dermatitis ; Exfoliative derma- 
titis; Dermatitis venenata (e.g., poison ivy); 
Dermatitis medicamentosa. 9. ADRENAL 
GLAND—Congenital adrenal hyperplasia; 
Addison’s disease; Following adrenalecto- 
my for hypertension, Cushing’s syndrome, 
and neoplastic diseases. 10. BLOOD, BONE, 
AND MARROW—<Allergic purpura; Acute 
leukemia* (lymphocytic or granulocytic); 
Chronic lymphatic leukemia.* 11, LYMPH 
NODES — Lymphosarcoma ;* Hodgkin’s 
disease.* 12. ARTERIES AND CONNECTIVE 
TISSUE — Periarteritis nodosa (early). 13. 
KIDNEY — Nephrotic syndrome, without 
uremia (to induce withdrawal diuresis). 
14. VARIOUS TISSUES—Angioneurotic ede- 
ma; Serum sickness; Sarcoidosis; Drug 
sensitization; Waterhouse-Friderichsen 
syndrome. 


*Transient beneficial effects. 


Hyprocortone ts the registered 
trade-mark of Merck ¢ Co., Inc. 
for its brand of hydrocortisone. 


© Merck & Co., Inc, 


MERCK &«& CO., Inc. 


RAHWAY. 


Manufacturing Chemists 


NEW JERSEY 


493 
rlasia 
the 
. the : 
This 
sible j | 
itial. | 
yn, 40 
have 
‘ther 
low- 
of 
use 
rug, 
the 
shed 
ilor- ; 
‘ious 
ould 
the 
iicol 
Ives 
— 
the = KE 
the 


494 * THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


dyscrasias has not been determined, further inves- 
tigative work is required to clarify the situation. 
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PoLio CARE IN KANSAS 


Although it is the belief of agencies involved in 
providing polio care that financial responsibility rests 
with the individual or his family whenever pos- 
sible, arrangements for other resources may be 
made in some instances. 

The Kansas Crippled Children’s Commission, an 
official agency of the state, will accept responsibility 
for patients committed to its care by action of the 
probate court. The patients, however, must be single, 
under 21 years of age, and in need of financial as- 
sistance. 

Patients receiving such assistance are hospitalized 
at the following locations: University of Kansas 
Medical Center, Bethany Hospital and St. Margaret's 
Hospital in Kansas City; Wesley, St. Francis and 
Wichita Hospitals in Wichita; Stormont-Vail Hos- 
pital in Topeka; St." Elizabeth’s and Grace Hospitals 
in Hutchinson; St. Anthony’s and Hadley Memorial 
Hospitals in Hays, and Asbury Hospital in Salina. 
Post-polio cases only will be cared for at St. Francis 
Hospital, Topeka. 

The National Foundation for Infantile Paralysis 
assists any family in meeting its financial responsibil- 
ity for the care of polio patients in those instances 
where meeting the obligations would seriously alter 
the family living standard. The need for assistance 1s 
determined in each county by the local chapter, and 
no specific means test is applied. Included in such 
benefits are medical, hospital, nursing, physiotherapy, 
transportation, appliances, and other related services. 

In addition to the hospitals listed above, the 
Foundation will provide payment for patients at 
these additional institutions: Bethel Hospita!, New- 
ton; Newman Memorial Hospital, Emporia ; St. Rose 
Hospital, Great Bend; St. Joseph Hospital, Con- 
cordia; St. Mary’s and William Newton Memorial 
Hospitals, Winfield; Arkansas City Memorial Hos- 
pital, Arkansas City; St. Thomas Hospital, Colby, 
and Neosho Memorial Hospital, Chanute. 
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Cook County Graduate School of Medicine 


Postgraduate Courses—1953 


SURGERY—Intensive Course in Surgical Technic, 
Two Weeks, starting October 12, October 26, 
November 9 

Surgical Technic, Surgical Anatomy & Clinical 
Surgery, Four Weeks, starting October 26 

Surgical Anatomy & Clinical Surgery, Two Weeks, 
starting November 

Gallbladder Surgery, Ten Hours, starting October 26 

General Surgery, Two Weeks, starting October 12 

Surgery of Colon & Rectum, One Week, starting 
October 26 

‘Thoracic Surgery, One Week, starting October 12 

“sophageal Surgery, One Week, starting October 19 

B3reast & Thyroid Surgery, One Week, starting 
October 26 

Yractures & Traumatic Surgery, Two Weeks, start- 

ing October 26 


G*NECOLOGY—Intensive Course, Two Weeks, start- 
ing October 19 
Vaginal Approach to Pelvic Surgery, One Week, 
starting November 2 


0: Course, Two Weeks, starting 
November 2 


Heart Disease, 
Two Weeks, starting October 1 

yastroenterology, Two Weeks, October 26 

Gastroscopy, Two Weeks, starting November 2 


D!:AGNOSTIC X-RAY—Clinical Course every week 
by appointment 


CYSTOSCOPY—Ten day practical course starting 
every two weeks 


Teaching Faculty—Attending Staff, Cook Co. Hospital 


Address: Registrar, 707 S. Wood St., Chicago 12, Ill. 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — _ El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 


Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


: Taylor Back Brace 
Surgical Made to Order in 
Corsets Our Own Factory 


P. W. HANICKE MFG. CO. 
1009 McGee St. Victor 4750 
KANSAS CITY, MO. 


TECTIVE 
‘Company 


EXCLUSIVELY 
SINCE 1899 


specialized service 
assures “know-how’”’ 


TOPEKA Office: 
J. E, McCurdy, Rep., 
1035 Randolph Avenue, 
Telephone 2-3027 
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COUNTY SOCIETIES 


The first fall meeting of the Shawnee County 


Medical Society was held at the society's building in 
Topeka on September 8, following a dinner. Dr. 
G. O'Neil Proud, of the University of Kansas 
Medical Center, spoke on “Safe and Dangerous 
Ears.” At the business session three associate mem- 
bers were transferred to active status and two new 
members were added. 


A meeting of the Riley County Medical Society 
was held at Manhattan in August with city and 
county officials in attendance to discuss plans for a 
city-county health department. Dr. Vernon M. Win- 
kle, Topeka, a representative of the Kansas State 
Board of Health, explained the organization of such 
a department. It was decided that city and county 
commissioners should form a joint board of health 
with which the Society will work to complete or- 
ganization plans. 


ANNOUNCEMENTS 


The National Foundation for Infantile Paralysis 
announces the availability of a limited number of 
additional postdoctoral fellowships to candidates 
whose interests are research and teaching in medicine 
and the related biological and physical sciences. The 
purpose of the fellowships is to increase the number 
of professional workers qualified to give leadership 
in the solution of basic and critical research problems 
of poliomyelitis and other crippling diseases. 

The fellowships cover a period of from one to 
five years. Stipends range from $3,600 to $7,000 a 
year, with consideration given to marital and de- 
pendency status. A total of 181 fellowship awards 
had been made by the Foundation up to August 1, 
1953. 

Complete information concerning qualifications 
and applications may be obtained from the Division 
of Professional Education, National Foundation for 
Infantile Paralysis, 120 Broadway, New York 5, 
New York. 


The American Society for the Study of Sterility an- 
nounces the opening of the 1954 contest for the 
most outstanding contribution to the subject of 
infertility and sterility. The winner will receive a 
cash award of $1,000. Essays must be submitted no 
later than March 1, 1954. Information may be 


secured from the Society, 920 South 19th Street, 
Birmingham, Alabama. 


A postgraduate course on diseases of the chest 
will be offered at the Hotel New Yorker, New 
York City, November 2-6, under the sponsorsl:ip of 
the Council on Postgraduate Medical Education of 
the American College of Chest Physicians. A -egis- 
tration fee of $75 will be charged. Informatio may 
be obtained from the College, 112 East Chestnut 
Street, Chicago 11, Illinois. 


The 1953 annual convention of the National 
Society for Crippled Children and Adults wiil be 
held at the Palmer House, Chicago, November 12- 
14. Programs and information may be obtained from 
the Society, 11 South LaSalle Street, Chicago 3, 
Illinois. 


The 20th annual meeting of the American Col- 
lege of Chest Physicians will be held in San 
Francisco, June 17-20, 1954. Physicians interested 
in presenting scientific papers should write Dr. Ed- 
gar Mayer, 850 Fifth Avenue, New York 21, New 
York, before January 1, 1954. 


REPORT ON MULTIPLE SCREENING SERVICES 


Bringing together all available information on 
multiple screening techniques throughout the coun- 
try was the object of a study recently completed by 
the A.M.A.’s Council on Medical Service. This 
technique involves the use of two or more simple 
laboratory tests, examinations or procedures, applied 
rapidly and on a mass basis, to determine presump- 
tive evidence of unrecognized or incipient disease 
or defect. 

In the A.M.A.’s study, data has been compiled 
on some 25 multiple screening surveys ranging from 
small county and industrial plant projects to city- 
wide and state-wide programs. Data also has been 
gathered on some of the single case-finding pro- 
grams such as mass tuberculosis surveys, diabetes, 
cancer and heart disease detection clinics. The report 
includes comments and conclusions by those direct- 
ly connected with the surveys studied, plus other 
pertinent information such as advantages and dis- 
advantages and ultimate goals of these programs. 

Copies of the full report will be distribu‘ed to 
all state medical societies. Additional copies will be 
available as long as the limited supply lasts. A com- 
plete bibliography on this subject may be obtained 
from the Council. 
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The Neurological Hospital 


KANSAS CITY, MISSOURI 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
associate conditions. 


Everything for the Laboratory 


2625 West Paseo, 


SOUTHWEST SCIENTIFIC 
CORPORATION 


LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 
Phone 2-0582 Wichita, Kansas 


For children with emotional and behavior problems: 


J. Cotter Hirschberg, M.D., Director 


THE SOUTHARD SCHOOL 


of 
The Menninger Foundation 
Intensive individual psychotherapy in a residential school 


Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


Topeka, Kansas, Telephone 3-6494 


us. Pat. OFF. 


THE COCA-COLA COMPANY 
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CLINICAL SESSION IN ST. Louis RUNYON FUND GRANT INCREASED 


The seventh annual clinical session of the A $10,000 grant from the Damon Runyon Memo. 
American Medical Association will be held in St. rial Fund for Cancer Research was awarded recently to 
Louis, December 1-4. The program has been de- the University of Kansas School of Medicine, follow. 
signed to give the general practitioner an opportu- ing by one year a grant of $25,000. from the same 
nity to see and hear the latest developments in source. Dr. Robert E. Stowell, who directs cancer 
medicine. research there, is assisted-by Dr. Chauncey ©. Bly 

Topics to be covered are chest injuries, com- and Dr. Harold J. Grady. The studies are concerned 
pression fractures of the vertebra, chronic pan- with the underlying function, chemistry, and structure 
creatitis, weed poisoning, chronic arthritis, drugs and _ of certain cancer cells. 
vaccine therapy, problems of delivery (manikin 

i iden i ; 
demonstrations) , traffic accide ts, and d abetes t CLASSIFIED .ADVERTISEMENTS 

will sell office uipmenty; 
tures, and color television will be presented at I fill my own prescriptions so have, small stock ar Groce 

. : . east central Kansas town of about population in prosper- 
Kiel Auditorium. The A.M.A. House of Delegates ous community. Good roads, good practice, good dlectuen 
and Reference Committee will meet at the Jefferson tio — a nearest hospital. No other doctor. Write the 

ourna 

FOR IMMEDIATE SALE—Good location for a physician, 
big territory, good highway, plenty of work. Office and resi- 
dence combined in one in _businesy section. Good people, 
churches, and schools. New hospital about completed a few 


miles away. Selling because of age and poor health. Write 
the Journal 12-53. 


GENERAL PRACTITIONER, age 28. Family. Kansas 
resident and graduate. Practiced in Kansas rural area prior 
to recall to service. Desires relocation upon completion of 
recall period. Interested in association with individual or 
group. Available November. Write the Journal 8-53. 


FOR SALE—FEstablished location for clinic. City of 10,000, 
Has been hospital and clinic for 30 years. 50 rooms. Suitable 
for private hospital and clinic. Write the Journal 9-53. 


CLINIC GROUP has opening for general practice and 
minimum of obstetrics to cover for obstetrician. Prosperous 
agricultural area, college town, excellent school system, very 
pleasant family community. Write the Journal 10-53. 


FOR SALE—Spencer 1 comp d microscope 
THE W. E. ISLE COMPANY iit with carrying case, exactly like new. Used only 4 months. 
1121 GRAND AVE. KANSAS CITY, MO. fl Mechanical stage and light, extra eye piece. New cost 
belgesel ; $329.50. Best offer buys it. Write the Journal 13-53. 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, 
Kansas City and St. Joseph for your convenience by— 


GOETZE NIEMER COMPANY 


Management by Dr. W. F. Goetze, member of the American Medical Ass’n, assures intelligent servicing of your orders. 


EYELID DERMATITIS AR-EX HYPO-ALLERCENIC MAIL POLISH 


Frequent symptom of 
nall lacquer allergy In clinical tests proved SAFE for 98% “> EXCLUSIVELY BY 


: of women who could wear no other 

polish used. 
At last, a nail polish for your allergic patients. Jey 
In 7 lustrous shades. Send for clintoal sesuana’ aa AR-EX 


AR-EX COSMETICS, INC. 1036 W.VAN BUREN ST., CHICAGO 7,ItL. melt. 


PHARMACEUTICALS 
A complete line of laboratory con- 
trolled ethical pharmaceuticals. Chemists 


to the Medical Profession since 1903. : 
KA-10-53 THE ZEMMER CO., PITTSBURGH 13, °A. 


TM 
= 
Builders and Fitters of 
te Appliances renore the highest 
who have suffered amputation or other 
NL Your instructions followed implicitly. 
Qualified, courteous personnel. Al 
FLOOR PHONE VICTOR 2350 aii 
a 
iD 
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but, lao, have w felace 


THE WORLD MEDICAL ASSOCIATION 


as a member of the medical profession 
anywhere in the world 
civilian...in the armed forces...retired 


1. Joining 700,000 doctors from 43 nations in a worldwide movement to help 
you attain the highest possible level of medical practice and scientific advance. 


. Reports obtainable only in the World Medical Association Bulletin which 
is issued to you quarterly and contains facts on scientific, economic and social 
trends affecting the practice of medicine. 


. Letters of introduction to foreign medical associations, facilitating your 
professional contacts and exchange of ideas while traveling abroad. 


. Representation before the World Health Organization, UNESCO, the 
International Labor Organization, and other important bodies in order to 
maintain the honor and defend the internaticnal interests of your profession 
when these organizations discuss measures concerning medical practice. 


. The satisfaction of sharing the progress of American medicine with other 
lands and thus repaying them for the inspiration we have received from them. 


what affects world medicine—affects you 
ts your only voice tnwodd medivine 


W.M.A. Is Approved by the American Medical Association. JOIN NOW! 


Dr. Louis H. Bauer, Secretary-Treasurer 
U. S. Committee, Inc., World Medical Association 
2 East 103rd Street, New York 29, New York 
I desire to become an individual member of the World Medical Association, United States 
Committee, Inc., and enclose a check for $ » my subscription as a: 
Member —$ 10.00 a year 
Life Member — $500.00 (No further assessments) 
Sponsoring Member—$100.00 or more per year 


SIGNATURE 


ADDRESS___ 


(Contributions are deductible for income tax purposes) 
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Medical and Surgical Supplies 
for Doctors of Medicine 
and Hospitals 


Munns Medical Supply Co. 


512 Kansas Avenue 


Topeka, Kansas 


BROWN SCHOOLS 


Children 


When it becomes necessary to prescribe 
Specialized Training for the exceptional 
child, may we be of service? The BROWN 
SCHOOLS’ facilities include seven separate 
residence centers, suburban and ranch, for 
homogeneous grouping; complete recreation- 
al and academic programs; daily supervision 
by certified psychiatrists, psychologists, and 
Registered nurses. Our view book and full 
details sent on request. 


BERT P. BROWN, President 


PAUL L. WHITE, M.D., F.A.P.A. 
Medical Director 


P.O. Box 4008-J 
AUSTIN, TEXAS 
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SECLUSION MATERNITY 


FAIRMOUNT 
HOSPITA: 


For Unmarried Gir!s 
Est. 1909 


Private sanitarium with 
certified obstetrician in 
charge. All adop ions 
Write for information arranged through j.ve- 
nile court. Early en- 


MRS. EVA THOMSON trance advised. 


Rates sonable. In 
4911" East 27th St. certain cases work given 
Kansas City, Mo. 


to reduce expenses. 


( 
a 
In Pusucarions 


...“sense of well-being”... 


In addition to relief of menopausal symptoms, 
) “‘a feeling of well-being or tonic effect” was frequently 


reported by patients on “Premarin” therapy.” 


“PREMARIN? in the menopause 


Estrogenic Substances (water-soluble) also known as 
Conjugated Estrogens (equine). Tablets and liquid. 
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Ole: 
Percomorphv® 


Wire 


adequate protection costs so little 


No child need be denied protection against the threat 
of rickets and vitamin A and D deficiencies. 
Mead’s Oleum Percomorphum is a potent, depend- 


able source of vitamins A and D . 


. that can be 


administered at a cost of about a cent a day. 
Specify MEAD’S OLEUM PERCOMORPHUM 


. the pioneer product with 18 years of successful 


clinical use. 


Available in 10 cc. and economical 50 ce. 
bottles; also in bottles of 50 and 250 capsules. 
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